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ABSTRACT 
AIM : 
To study the efficacy of homoeopathic management of dysgraphia in school 
going children. 
MATERIALS AND METHODS 
             In order to achieve the aims and objectives, the study was done in a systematic 
way. Students were examined and screened from the School Heath Programs conducted 
different schools of Kanyakumari district using Colorado Learning Disability 
Questionnaire. From the initial screening students found to be having risk of 
Dysgraphia was directed to the next level of screening with LEARNING DISABILITY 
DIAGNOSTIC INVENTORY TOOL and classified them as Likely, Possibly and 
Unlikely of Dysgraphia. Then the dysgraphic students were subjected to find their I.Q 
quotient by WESCHLERS IQ TEST. Cases were randomly selected by the  Random 
Sampling Technique as per the inclusion and exclusion criteria. Data collected were 
recorded in the pre-structured SKHMC standardized case record. Case details were 
done according to the rule of ideal homoeopathic cure followed by case analysis and the 
totality were constructed. Prescription were done with due reference to Repertory, 
Materia Medica and Organon of Medicine. Potency selection and repetition were done 
according to the demand of each case. Every case were assessed at regular intervals and 
were followed for 6 months to one year. Improvement assessment of each case were 
done by L.D.D.I tool during the follow up after 6months to one year. Over all general 
well being of the patient were also assessed. 
STUDY OUTCOME : 
                   After the assessment of study, majority of patients belonged to age groups 
of  8 – 10 years 16 (53%) and 11 – 13 years 11(37%), with males 21(70%) and females 
9 (30%) respectively. Also male  age group of 8 – 10 years  stood  predominantly with 
13(43%) and female  age group 8 – 10 years 3 (10%).The students with Grade 3 of 11 
(37%) patients and Grade 4 of 13(43%) patients had higher possibility to have writing 
disability and 6 (20%) patients under Grade 5. Medicines seen to be more effective 
were Lycopodium, Natrum Mur, Calcarea–carb, Silicea , Phosphorus etc.  Most of the 
cases diagnosed along with Dysgraphia were with ADHD, ADD, ODD, CD or DBD. 
Majority of students, 12 (40%) each showed moderate and mild improvement with 
6(20%) good improvement in the writing scores. 
CONCLUSION: 
                 Therefore, Homoeopathy is effective in managing Dysgraphia in school 
going children .The study of the efficacy of homoeopathic management of Dysgraphia  
in school going children was based on the comparison of before and after treatment of 
writing scores of LDDI. 
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1. INTRODUCTION 
  
                    An e-mail to a business lead. A love letter tucked inside a valentine. An 
opinionated post on an Internet forum. These days, most of us are fairly prolific writers, 
and we would feel quite disabled without this essential skill. It could be in the form of a 
handwritten note, a typed digital document or a thumb-typed text to a friend. For us, 
writing is both a form of artistic expression and a practical tool for daily life. Yet, this 
has not always been the case. 
                      Verbal language of some sort has likely been part of the human 
experience since the dawn of Homo sapiens. Writing, on the other hand, is not innately 
part of the human brain‘s repertoire of behaviors. All human cultures include speech, 
but not all have written language, and, even today, hundreds of thousands of people 
around the world never learn to write. Rather, writing is a complex linguistic 
technology that developed only in the last few thousand years. 
                       Writing is a skill highly valued in our society, even in a time of 
computers and technology. It is transmitting thoughts onto paper. It is an important and 
complex task that typically develops in early childhood. As the child progresses through 
school, writing changes from an academic target to a skill that the students are required 
to possess. In later school years, the students are expected in ever increasing quantity 
and quality. It is their ability to communicate in writing that serves as a proof of their 
learning advanced subjects. Schools lay much emphasis on written communication and 
it remains an important component of school success. 
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―The ability to write is truly one of the most important factors in the academic process‖ 
- Timothy Dikowski.                   
                    Learning is acquisition of new knowledge, skills or attitude. Children 
during their early years of development learn to understand the spoken language first 
and then learn to speak. Subsequently during their school year children learn to read, 
write and do arithmetic according to their age and intellectual capacity. But some 
children may not be able to learn one or more of these skills as per their age and 
intellectual capacity. It seems that there are some children, who, in spite of having 
normal intellectual capacity and normal visual, hearing or physical abilities, are unable 
to acquire one or more age appropriate language and/or arithmetic skills, even when 
adequate opportunities for learning are provided. These children have specific learning 
disorder (SpLD) commonly said learning disability.                            
                                     Handwriting is one of the most advanced human abilities, since 
it combines all the complexities of language with intricate psychomotor activity. It 
gives physical form to our thoughts and emotions. 
                          Writing is a complex activity consisting of two processes.  
• One process deals with the cognitive involved in writing.  
• The other is responsible for the generation of motor actions needed for the 
production of written words. 
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NEED FOR STUDY 
                           Children of today are the citizens of tomorrow and they are going to be 
the pillars of the country. Hence it is essential to ensure that each pillar is as strong as 
the other is. The degree of human resource development determines the economic 
growth and national development of a country. Thus education is the nucleus of national 
development. A high degree of human resource development cannot be accomplished 
without uplifting backward students like learning disabled, slow learners etc. They 
should be enabled to reach their optimum level of performance. This is not possible 
without adequate intervention strategies. 
               Exams which are mostly written, is the basis on which student‘s academic 
skills are assessed. Writing problems brings out poor scores which engender feelings of 
anxiety, inadequacy and shame leading to behavioral disturbances in school children. 
This negative feedback from school will have an impact on the emotional, social and 
family functioning of a child. Moreover overcoming the stigma of ―stupidity‖ which is 
so often wrongly attached to this disorder and which is sadly so untrue is a big 
challenge. 
                         Dysgraphia can be treated and managed successfully, especially if the 
disability is identified in early childhood or adulthood. Your effort will surely pay-off in 
the long run. However on the other hand let your child gain mastery in the field of his or 
her interest. Though writing is essential your child can be a rising star in other fields 
like acting, sports, music etc. You can give new wings to your child to fly in the wide 
open sky and find his own space.  
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2. AIMS AND OBJECTIVES 
 
 To study the efficacy of homoeopathic management of dysgraphia in school 
going children at Kanyakumari district. 
 
 To  study  the  clinical  presentation  of  dysgraphia  of  school  going  children  
at Kanyakumari district.  
 
 To assess the clinical course of dysgraphia during homoeopathic treatment. 
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3. REVIEW OF LITERATURE 
               Learning disability is an umbrella term used to describe many different 
neurological disorders manifested by significant difficulties in the acquisition and the 
use of listening, speaking, reading, writing, reasoning or mathematical skills.  
 
Fig -1 
    Learning disorders (LDs) are defined by significant academic underachievement that 
is unexpected based on an individual's age, cognitive ability, and education (e.g., 
American Psychiatric Association, 2000).  
The fourth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-
IV; American Psychiatric Association, 2000) provides diagnostic criteria for Reading 
Disorder (RD), Math Disorder (MD), and Disorder of Written Expression. In addition to 
these DSM-IV categories, other authors described non- verbal learning disability 
(NVLD), a syndrome characterized by specific difficulties in mathematics and spatial 
functioning, along with impairments in social cognition similar to the difficulties 
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exhibited by individuals with pervasive developmental disorders (PDD; e.g., Klin, 
Volkmar, Sparrow, Cicchetti, & Rourke, 1995; Rourke, 1989).             
                            The term ‗Learning Disabilities‘ (LD‘s) emerged from a need to 
identify and serve learning disabled children. The term was first coined by Samuel Kirk 
in 1963 to describe children who have serious problems in schools but do not fall under 
other categories of handicap.  
DEFINITIONS OF LD 
               The generally recognized date for the first definition of learning disabilities is 
April 6, 1963. When a parent group called the Fund for Perceptually Handicapped 
Children was holding its first annual meeting in which a number of recognized 
advocates and authorities of these students, who were soon to be called learning 
disabled, were present as speakers, with Samuel Kirk among the prominent. Kirk 
(1963) used the term learning disabilities to describe children who had disorders in 
development in language, speech, reading and associated communication skills needed 
for social interaction. He also made it clear that he didn‘t include as learning disabled 
those children whose primary handicap was generalized mental retardation or sensory 
impairment like blindness or deafness. Parents were so impressed with the potential of 
this new term ‗learning disabilities‘, that they voted in this same convention, to organize 
the Association for Children with Learning Disabilities (ACLD). 
                 The second major event in the evolution of a definition of learning 
disabilities is the establishment of a National Advisory Committee on Handicapped 
children. The first committee was headed by Samuel Krik. The first annual report of 
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the committee was presented on January 31, 1968. The committee made ten 
recommendations including a definition. The committee suggested the following 
definition. 
―Children with special learning disabilities exhibit a disorder in one or more of the basic 
psychological processes involved in understanding or in using spoken or written 
languages. 
Definition 
                              National joint committee on Learning disability (LD) define specific 
learning disability (SLD) as  
               ―A heterogeneous group of disorders manifest by significant difficulties in the 
acquisition and the use of listening, speaking, reading, writing, reasoning, or 
mathematical abilities. These disorders are intrinsic to the individual, presumed to be 
due to central nervous system dysfuction and may occur across the life span. Problems 
in self- regulatory behaviors, social perception and social interaction may exist with 
learning disabilities, but do not by themselves constitute LD‖. 
LEARNING DISABILITIES THEORIES AND MODELS 
      As the term learning disabilities includes a host of related but different conditions it 
is not possible to explain adequately these related but different conditions by a single 
theory. It would be possible to bring learning disabilities under one umbrella of a single 
theory, if all the students identified as learning disabled were much more similar. Hence 
there are various learning disabilities theories and models. The most important ones are  
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1. Specific- area brain defect model 
2. The perceptual motor model 
3. The language development model 
4. Information processing model 
5. Learning strategy deficit model 
6. Behavioural theory model 
     Information processing model is the most influential model in cognitive 
psychology to date. Sensory register, short-term memory, working memory and 
long-term memory are the components of memory system. This model provides 
ways and means to promote processing, storage, and retrieval of information 
from the mind. 
LEARNING                       
                           Learning is a cognitive process of acquiring and processing 
information and experiences from the environment that allows us to acquire knowledge, 
skills and social abilities. 
STAGES OF LEARNING 
                          Five stages of learning have been identified so far. They are 
1. Acquisition stage 
2. Proficiency stage 
3. Maintenance stage 
4. Generalization stage 
5. Adaptation stage 
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"Writing" can refer to the basic act of producing written letters and words as 
well as the complex act of planning, organizing, writing, and proofreading a text. It is a 
complex process that requires the coordination of motor planning and motor execution 
in addition to brain processes of organization, executive function, and language which 
work together to constitute the functional writing system (5). 
Writing requires a marvelous integration of multiple cognitive functions 
simultaneously:  
• Hand-eye coordination,  
• Language,  
• Memory,  
• Creativity,  
• Insight,  
• Logic,  
• Spatial intelligence, and  
• Abstract thought.  
                              and it is something you can only learn through consistent 
practice. 
 
 
10 
 
LANGUAGE 
                Language is the ability to produce and comprehend both spoken and 
written words. Two of the concepts that make language unique are  
 Grammar and  
 Lexicon. 
Grammar 
           Because all language obeys a set of combinatory rules, we can communicate 
an infinite number of concepts. While every language has a different set of rules, all 
languages do obey rules. These rules are known as grammar. Speakers of a language 
have internalized the rules and exceptions for that language‘s grammar.  
There are rules for every level of language— 
 Word formation (for example, native speakers of English have internalized 
the general rule that -ed is the ending for past-tense verbs, so even when they 
encounter a brand-new verb, they automatically know how to put it into past 
tense);  
 Phrase formation (for example, knowing that when you use the verb ―buy,‖ 
it needs a subject and an object; ―She buys‖ is wrong, but ―She buys a gift‖ 
is okay); and  
 Sentence formation. 
Lexicon 
11 
 
                  Every human language has a lexicon—the sum total of all of the words 
in that language. By using grammatical rules to combine words into logical 
sentences, humans can convey an infinite number of concepts. 
LINGUISTICS 
                   The study of language. 
These include  
 Phonetics, 
 Phonology,  
 Morphology,  
 Syntax,  
 Semantics, and  
 Pragmatics.                                                             
Fig - 2 
Major levels of linguistics: This diagram outlines the various subfields of linguistics. 
Semantics : Semantics, most generally, is about the meaning of sentences. Someone 
who studies semantics is interested in words and what real-world object or concept 
those words denote, or point to. 
 Pragmatics : Pragmatics is an even broader field that studies how the context of a 
sentence contributes to meaning—for example, someone shouting ―Fire!‖ has a very 
different meaning if they are in charge of a seven-gun salute than it does if they are 
sitting in a crowded movie theater. 
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The Structure of Language 
                  All languages have underlying structural rules that make meaningful 
communication possible. Five major components of the structure of language are  
 phonemes,  
 morphemes,  
 lexemes,  
 syntax, and  
 context. 
Phonemes : A phoneme is the basic unit of phonology. It is the smallest unit of sound 
that may cause a change of meaning within a language, but that doesn‘t have meaning 
by itself. For example, in the words ―bake‖ and ―brake,‖ only one phoneme has been 
altered, but a change in meaning has been triggered. The phoneme /r/ has no meaning 
on its own, but by appearing in the word it has completely changed the word‘s meaning! 
Morpheme : Morphemes, the basic unit of morphology, are the smallest meaningful 
unit of language. Thus, a morpheme is a series of phonemes that has a special meaning. 
If a morpheme is altered in any way, the entire meaning of the word can be changed. So 
it is the smallest linguistic unit within a word that can carry a meaning, such as ―un-―, 
―break‖, and ―-able‖ in the word ―unbreakable.‖ 
Lexemes : Lexemes are the set of inflected forms taken by a single word. For example, 
members of the lexeme RUN include ―run‖ (the uninflected form), ―running‖ (inflected 
form), and ―ran.‖ This lexeme excludes ―runner (a derived term—it has a derivational 
morpheme attached). 
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Syntax : It is a set of rules for constructing full sentences out of words and phrases. 
Every language has a different set of syntactic rules, but all languages have some form 
of syntax. In English, the smallest form of a sentence is a noun phrase (which might just 
be a noun or a pronoun) and a verb phrase (which may be a single verb). Adjectives and 
adverbs can be added to the sentence to provide further meaning. Word order matters in 
English, although in some languages, order is of less importance. For example, the 
English sentences ―The baby ate the carrot‖ and ―The carrot ate the baby‖ do not mean 
the same thing, even though they contain the exact same words. 
Context : It is how everything within language works together to convey a particular 
meaning. Context includes tone of voice, body language, and the words being used. 
Depending on how a person says something, holds his or her body, or emphasizes 
certain points of a sentence, a variety of different messages can be conveyed. For 
example, the word ―awesome,‖ when said with a big smile, means the person is excited 
about a situation. ―Awesome,‖ said with crossed arms, rolled eyes, and a sarcastic tone, 
means the person is not thrilled with the situation. 
MEMORY 
                                   Memory is a complex but important part of learning. There are 
different theoretical models of memory. A simple but useful model differentiates 
between verbal memory, visual memory and working memory. 
Verbal memory 
                    It refers to the ability to take in oral information and hold it in mind.  
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For eg : We use this type of memory to look up a phone number and then dial it, or to 
remember the connection between the names of letters and their sounds. 
                   Verbal information can be stored with a limited capacity in short- term 
memory and can be converted to longer-term storage if actively rehearsed. 
                   Children whose LDs reflect verbal memory problems may have trouble 
remembering math facts (eg. learning time tables) or remembering the order of math 
operations (eg. Borrowing or carrying) ,for example. Sometimes, verbal memory 
problems interfere with the ability to keep track of group conversations or to follow a 
lecture. 
Visual memory 
                  This refers to the ability to take in visual information and to hold it in mind. 
Like verbal memory, visual information can be stored with a limited capacity in short- 
term memory and can be converted to longer- term storage if actively rehearsed. 
                  Kids whose LDs reflect visual memory problems may have trouble 
remembering the differences between letters (eg. ‗d‘ and ‗b‘- both circles and sticks but 
one has to remember which side of the circle the stick is on. In school, they may 
struggle with visual-based subjects, such as mapping in geography, or labeling diagrams 
in science. Sometimes, kids with visual memory problems have trouble remembering 
faces. 
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Working memory 
          It refers to the ability to hold information in mind while reorganizing or 
manipulating it. This type of memory has a limited storage capacity. If overloaded, one 
usually loses track of the information in mind. This type of memory is used for 
multitask, or to think about more than one thing at a time. 
      Children whose LDs reflect working memory problems may have trouble carrying 
out multi-step instruction (i.e keeping in mind steps while one completes the first 
instructions) or completing mental arithmetic problems. This type of memory can 
interfere with reading comprehension because it can be hard to keep track of story 
characters and plot lines while sounding out new words.                   
Difference between reading and writing ability 
                   The two skills- reading and writing have much in common: acquisition is 
similar with respect to the developmental phases. While knowledge about the alphabetic 
system plays an important role, the connection between the use of the semantic system 
does too. These facts lead to the conclusion that the underlying abilities necessary for 
reading and writing are likely similar, if not the same. But looking more closely, writing 
seems to be more demanding than reading.  
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The dual route model of reading and writing (cf. Winkes, 2014). 
Fig 3 
Five reasons for this theory are summarized in Winkes (2014) and described in the 
following part using the example of the German language: 
1. Phoneme-to-grapheme-correspondence is much more complex than GPC. 
Whereas there is usually only one possibility to read a word (GPC) in German, 
in writing (PGC) there are many different ways to realize phonemes. 
2. The second reason states that ―full cues vs. partial cues‖ is closely associated 
with the first reason and refers to an incomplete or non-existing orthographic 
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representation in the lexicon. It is easier to correctly identify a word for reading 
than to write a word correctly. With the help of the phonological reading route, a 
word can be read out correctly. In contrast, we can write an unknown word 
phonetically accurately, but there is a high risk not to write it orthographically 
correctly. 
3. Recall is known as a higher function than recognition. During reading, the visual 
representation of words only needs to be recognized. Writing is described as 
more complex. The orthographic representation has to be retrieved from the 
mental lexicon completely and independently. 
4. Poor readers benefit from the context. Constructions of sentences or texts limit 
the choice of words whereas linguistic setting obviously is not helpful while 
writing. 
5. Winkes (2014) names the effect of training. During life we spend much more 
time reading than writing. Because of the motoric process, writing takes longer 
than reading, described as a rapid and highly automatized process. 
                    Winkes (2014) concludes that reading and writing are similar but not 
symmetric processes, and he confirms the metaphor of the ―two sides of the coin- 
theory‖ introduced by Ehri (2000). 
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Fig 4.  A cognitive model of single-word writing. The nonlexical spelling route 
indicated on the left bypasses the semantic system which is activated when writing is 
generated via the lexicalsemantic route. 
In written language, things like paragraph structure and punctuation bear semantic 
content. 
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 Fig 5. A causal chain of the cerebellar-deficit-hypothesis (cf. Nicolson and Fawcett, 2011). 
Dysgraphia is a specific learning disability that affects written expression. The term 
Dysgraphia comes from two Greek words. ―Dys‖  means ―difficulty  with‖ or ―poor‖, 
while ―graph‖ is Greek for ―writing‖.  
                 The name really got its start from ―agraphia‖, a term coined  in the 1940‘s by 
Austrian doctor Josef Gerstmann. H. Joseph Horacek, in his book ―Brainstorms‖ 
describes that the condition Gertmann named refers to a complete inability to write. 
SYMPTOMS 
The symptoms of dysgraphia fall into six categories:  
1. visual-spatial,  
2. fine motor,  
3. language processing,  
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4. spelling/handwriting,  
5. grammar, and  
6. organization of language.  
                          A child may have dysgraphia if his writing skills lag behind 
those of his peers and he has at least some of these symptoms: 
Visual-Spatial Difficulties 
 Has trouble with shape-discrimination and letter spacing 
 Has trouble organizing words on the page from left to right 
 Writes letters that go in all directions, and letters and words that run together on 
the page 
 Has a hard time writing on a line and inside margins 
 Has trouble reading maps, drawing or reproducing a shape 
 Copies text slowly 
Fine Motor Difficulties 
 Has trouble holding a pencil correctly, tracing, cutting food, tying shoes, doing 
puzzles, texting and keyboarding 
 Is unable to use scissors well or to color inside the lines 
 Holds his wrist, arm, body or paper in an awkward position when writing 
Language Processing Issues 
 Has trouble getting ideas down on paper quickly 
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 Has trouble understanding the rules of games 
 Has a hard time following directions 
 Loses his train of thought 
Spelling Issues/Handwriting Issues  
 Has a hard time understanding spelling rules 
 Has trouble telling if a word is misspelled 
 Can spell correctly orally but makes spelling errors in writing 
 Spells words incorrectly and in many different ways 
 Has trouble using spell-check—and when he does, he doesn‘t recognize the 
correct word 
 Mixes upper- and lowercase letters 
 Blends printing and cursive 
 Has trouble reading his own writing 
 Avoids writing 
 Gets a tired or cramped handed when he writes 
 Erases a lot 
Grammar and Usage Problems 
 Doesn‘t know how to use punctuation 
 Overuses commas and mixes up verb tenses 
 Doesn‘t start sentences with a capital letter 
 Doesn‘t write in complete sentences but writes in a list format 
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 Writes sentences that ―run on forever‖ 
Organization of Written Language 
 Has trouble telling a story and may start in the middle 
 Leaves out important facts and details, or provides too much information 
 Assumes others know what he‘s talking about 
 Uses vague descriptions 
 Writes jumbled sentences 
 Never gets to the point, or makes the same point over and over 
 Is better at conveying ideas when speaking 
The symptoms of dysgraphia also vary depending on a child‘s age. Signs generally 
appear when children are first learning to write. 
 Preschool children may be hesitant to write and draw and say that they hate 
coloring. 
 School-age children may have illegible handwriting that can be mix of cursive 
and print. They may have trouble writing on a line and may print letters that are 
uneven in size and height. Some children also may need to say words out loud 
when writing or have trouble putting their thoughts on paper. 
 Teenagers may write in simple sentences. Their writing may have many more 
grammatical mistakes than the writing of other kids their age. 
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OTHER SKILLS AFFECTED   
The impact of dysgraphia on a child‘s development varies, depending on the symptoms 
and their severity. Here are some common areas of struggle for kids with dysgraphia: 
 Academic: Kids with dysgraphia can fall behind in schoolwork because it takes 
them so much longer to write. Taking notes is a challenge. They may get 
discouraged and avoid writing assignments. 
 Basic life skills: Some children‘s fine motor skills are weak. They find it hard to 
do everyday tasks, such as buttoning shirts and making a simple list. 
 Social-emotional: Children with dysgraphia may feel frustrated or anxious 
about their academic and life challenges. If they haven‘t been identified, 
teachers may criticize them for being ―lazy‖ or ―sloppy.‖ This may add to their 
stress.Their low self-esteem, frustration and communication problems can also 
make it hard to socialize with other children. 
                          While dysgraphia is a lifelong condition, there are many proven 
strategies and tools that can help children with dysgraphia improve their writing skills. 
CLASSIFICATION 
                 In the DSM-V (American Psychiatric Association, 2014), writing disorders 
are in the category of SLD, distinguished as ‗SLD with impairment in written 
expression‘ [315.2(F81.81)] divided into problems with either spelling accuracy, 
grammar and punctuation accuracy and clarity or organization of written expression. 
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                ICD- 10 (International Statistical Classification of Diseases and Health 
Related Problems, a medical classification established by the WHO, 2015) indicates the 
category ‗Developmental disorders of academic skills‘ 
F81.0 - Impairment in reading and writing. 
F81.1 – Isolated impairment in writing. 
F81.3 – Other developmental disorder of academic skills including developmental 
expressive writing disorder. 
BRAIN PROCESSES  IN  WRITING 
            Most humans have their predominant language center in the brain‘s left 
hemisphere, although signatures 
and other graphic pictograms 
usually get transferred to, or at 
least get processed by, the right 
hemisphere. There must be 
communication between the 
hemispheres because the 
essential picture of the event, or 
the point being made, is located 
in the right hemisphere and gets 
translated into language in the 
left.                                                                                       Fig. 6 
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            Anatomically, even scrawling a quick note to yourself, ―pick up milk,‖ is a 
complex voluntary procedure, engaging the cooperation of all lobes of your cerebral 
cortex with other parts of your brain—including the limbic system, hippocampus, brain 
stem, and cerebellum—and finally the spinal cord, which sends impulses out to your 
hands and fingers. Damage to any of these parts will affect your fine motor control and 
show up as some type of break in the rhythm or control of your handwriting.  
             The sequence that produces handwriting begins at ―control central,‖ the 
cingulate cortex in your frontal lobes where the decision to initiate the process is made, 
although the limbic system also acts at the outset to color the emotional content of the 
motor sequence. The visual cortex sees the paper to be written on and internally pictures 
how the writing will 
look, and a part of the 
parietal lobe called the 
left angular gyrus 
converts the visual 
perception of letters 
into the comprehension 
of words. If needed, 
Broca‘s and 
Wernicke‘s areas kick 
in to process and comprehend spoken words. The corpus callosum, which connects the 
cerebral cortex‘s left and right hemispheres, combines the pictorial/holistic right-brain 
procedures with their sequential/linguistic left-brain counterparts. The parietal lobe then 
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coordinates all these signals with the 
motor cortex, producing the motor 
signal to the arm, hand, and fingers. 
         The brain areas which interact 
and are responsible for various aspects 
of the ability to write include  
1. The Left Frontal lobe – 
- Exner’s writing area and  
- Broca’s expressive speech 
area. 
2. The Left Temporal lobe  
- Wernicke’s receptive speech area. 
3. The superior and inferior parietal lobe. 
                                        The Exner's and Broca's area are implicated in the expressive 
aspects of writing, whereas the temporal and parietal lobes are involved in the 
comprehension of written words. However, the parietal lobe is also believed to program 
the frontal motor areas and to supply the anterior region of the brain with the grapheme 
equivalents of auditory language; i.e. converting visual images or sounds into written 
symbols. 
 EXNER'S WRITING AREA 
 Exner's Writing Area is located within a small area along the lateral convexity of 
the left frontal lobe, and is adjacent to Broca's expressive speech area, and the primary 
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and secondary areas controlling the movement of the hand and fine finger movements. 
Exner's area appears to be the final common pathway where linguistic impulses receive 
a final motoric stamp for the purposes of writing. That is, Exner's area translates 
auditory-images transferred from the posterior language areas, into those motor 
impulses that will form written words and sentences. Exner's area is very dependent on 
Broca's area with which is maintains extensive interconnections. That is, Broca's area 
also acts to organize impulses received from the posterior language zones and relays 
them to Exner's area for the purposes of written expression. 
The cognitive processes of spelling 
              Producing written language draws on certain cognitive processes that are not 
specific to written language. Thus, writing in response to heard speech (e.g. taking a 
phone message) requires the cognitive and neural machinery of auditory analysis and 
speech processing. Likewise, writing either in response to speech input or to 
communicate ideas or concepts (e.g. writing a letter) recruits the cognitive and neural 
machinery for the representation of concepts and word meanings (semantics). Further, 
all formats for expressing the spelling of words—writing, typing, saying letter names, 
etc.—recruit motor processes shared by other tasks that use the same muscles. 
Importantly, however, producing written words additionally involves processes 
assumed to be specific to written language production, although the question of the 
‗selectivity‘ of orthographic processes has been debated (for opposing views see Cohen 
et al. , 2002 and Price and Devlin, 2003 ).  
                           These core spelling processes can be grouped into  
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• Central processes  
- Orthographic LTM,  
- Orthographic working memory, and  
- Phonology-orthography conversion (POC) 
• Peripheral processes  
- Allographic /letter shape selection and 
- Graphic-motor planning.  
In the literature, orthographic LTM is sometimes referred to as the orthographic lexicon 
and orthographic working memory as the graphemic buffer. 
                                  Studies of pure agraphia in adults, implying a writing impairment 
in the absence of other symptoms of language production, suggest that the posterior end 
of the left middle frontal gyrus, (Exner‘s area, described in 1881) is the primary cortical 
site involved in writing. More recent lesion studies and MRI studies suggest that, in 
adults, probably most parts of the brain are involved in the act of writing, such as the 
parietal cortex, in particular the left superior parietal lobule, and the cerebellum. 
                                    Writing may also serve as an indicator of brain longevity. One 
investigation, known as The Nun Study, conducted by the National Institute on Aging, 
showed a correlation between writing ability and the likelihood of developing 
Alzheimer‘s disease. Reported in Neurobiology of Aging, the study looked at the lives 
of 678 nuns, all of whom had lived similar lifestyles, to determine what factor might 
account for brain health in later life. Detailed records existed for all of the nuns, all of 
whom had joined the order while still in young adulthood. Each of the subjects had 
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written an autobiography when joining the order, and their average age at the time was 
22. Researchers were able to look at the old biographical essays and assess them for 
linguistic fluency and complexity of content. Only 10 percent of nuns who were able to 
write well in their youth ended up with Alzheimer‘s, while 80 percent of those with less 
proficient writing abilities suffered from the disease in old age. 
STAGES INVOLVED IN THE ACT OF WRITING 
                            There are at least two stages in the act of writing: 
1. Linguistic stage – involves the encoding of visual and auditory information into 
syntactical- lexical units, the symbols for letters and written words. This is 
mediated through the angular gyrus, which provides the linguistic rules which 
guide writing. 
2. Motor- expressive praxic stage – Final step in which expression of written 
words-graphemes is articulated/sub served. This stage is mediated presumably 
by Exner‘s writing area of the frontal lobe. 
Development of handwriting 
                            Young children‘s first writing is scribbling; it emerges in the second 
year of life, when the pincer grasp has developed4. They scribble up and down and 
around. Scribbling is to writing what babbling is to speaking: an early stage of child 
development consisting of an exploration of possibilities. Similar to the development of 
oral language, the acquisition of writing skill progresses in stages. At the age of 2 years, 
a child starts drawing geometrical shapes beginning with vertical strokes. Horizontal 
strokes follow at the age of 2 ½ years and circles at the age of 3. Imitation and then 
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copying of a cross typically occurs at 4 years; copying a square occurs at 5, and a 
triangle at 5 ½ years. The ability of young child to copy geometric forms, particularly 
the oblique cross, is seen as an indication of writing readiness5. Before being able to 
write conventionally, children attempt to convey meaning through scribbles (using dots, 
circles and shapes) arranged linearly. These early scribbles or writing reflect their 
understanding that writing serves a symbolic function. i.e. that sequences of symbols 
represent sequences of linguistic units6. In general, children are first taught to write in 
block letters and later advance to cursive writing. As fine motor skills improve with age, 
handwriting becomes smaller and less variable7. Automaticity is achieved by the age of 
8 to 9 years1. Writing speed improves, especially in the first years of primary education, 
to achieve ‗mature‘ writing speed at the age of approximately 15 years7,8.  
                                   In the preschool years, children learn the basic transcription skills 
necessary for coordinating the visual and motor systems when copying symbols. 
Typically, children begin learning to write in kindergarten and first grade, with 
continued development in second grade. In addition to learning the motor tasks required 
to write letters, the child must be sufficiently familiar with the language and the 
associations between words and sounds (6).  
                  By third grade, most children have established automaticity with writing, 
wherein the movements required to write letters have become rote response patterns (7). 
However, recent research suggests that handwriting can continue to develop and 
improve well into the third grade, even while automaticity is emerging (8). In general, 
many teachers in the United States no longer explicitly teach the process of writing 
letters, which can hinder those children who struggle to master this skill (9, 10).  
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                            Writing tasks beyond the early school years require higher-order 
language processing and executive function to organize, plan, and execute a coherent 
and cohesive product. Writing a sentence, for example, requires that the child internally 
generate the statement, segment the statement into sections for transcription, retain 
these statement sections in memory while writing, and check the completed written 
statement against the internally generated thought. Writing a paragraph or essay 
requires planning, organization, execution, and proofreading to ensure that the 
statements create a coherent argument or thought.  
                              If a child has not achieved automaticity in writing by the third grade, 
he or she is likely to experience greater difficulty as academic expectations require 
cognitive processing beyond the motor aspects of writing. On average, children spend 
up to half of their school day in tasks that require writing, and the development of 
handwriting has been correlated with academic achievement (11, 12). Automaticity in 
letter-writing is a good predictor of quality and length of written assignments in 
elementary, high school, and college; but impairments in any part of the writing process 
can interfere with a child's ability to produce written language at an age-appropriate 
level (10, 13-15).  
                      Children with dysgraphia may be labeled as ―sloppy‖ or ―lazy‖ by their 
teachers instead of being correctly diagnosed with a learning disorder (10). Problems 
with handwriting can affect  
• Self esteem,  
• Perception of ability, and  
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• Relationships with peers (16, 17).  
                        The prevalence of difficulties with writing depends on the definitions 
and parameters, but somewhere between 10-30% of children may experience 
difficulties with written language, with boys more commonly affected than girls (10, 16, 
18, 19). Problems with handwriting are a common reason for referral to occupational or 
physical therapy services (8). 
Definition, classification  and mechanisms   
Experts differ on the specific definition and classification of dysgraphia, depending on 
the presumed etiology of difficulty with written language (20).  
                   Berninger and others define dysgraphia primarily as a language processing 
disorder that excludes the motor component of writing, sometimes called 
"dysorthography" or "linguistic dysgraphia (10)." The primary mechanism of such 
dysgraphia results from inefficiency in the verbal working memory from phonologic 
(word sounds) to orthographic (written letters) memory, also called the ―graphomotor 
loop.‖ This is contrasted with dyslexia, which is thought to be bilateral inefficiency 
between phonologic and orthographic processes, or the ―phonologic loop.‖ Higher-
order language processing centers including storage and executive function are also 
thought to contribute to the presentation of the disorder (10).   
                       Others specialists define dysgraphia primarily by the difficulties which 
the child experiences in coordinating movements to write letters; testing may show 
subtle deficiencies in fine motor tasks like finger tapping or differences in grip, force, 
and stamina (21). These deficits stem from problems with fine motor control, visual-
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motor perception, and kinesthesia, resulting in slow and/or poorly formed letters and 
words. This has been referred to as "peripheral" or "motor dysgraphia" (22).  
                             Zoccolotti and Friedmann suggest that the different presentations of 
learning disorders such as dysgraphia may be due to different underlying causes and 
mechanisms (23). However, the dichotomy between these conceptualizations of 
dysgraphia may not be as clear as once thought, as research has suggested an overlap 
between the language centers, motor coordination, and the development of automaticity. 
Historically, children with learning disorders such as dyslexia have been noted to have a 
variety of motor deficits, including finger tapping, tying shoelaces, walking backward, 
swimming, riding a bike, and others. Research models have demonstrated that while 
only orthographic coding skills significantly predict handwriting in children, 
incorporation of motor planning skills improves the model fit (10). New functional 
imaging studies have suggested that the cerebellum plays an important role both in 
automaticity and in language, and a pediatric case study also demonstrated that injury to 
the cerebellum can result in the presentation of dysgraphia (22, 24).  
                         Nicolson and Fawcett have hypothesized the cerebellum plays a role in 
the development of a neural system over time, and disorders of this system can present 
in different ways depending on the brain circuits involved and the age of the patient 
(20). This "neural systems framework" may explain the mechanistic complexity and 
apparent conflicts seen in the learning disorders literature, although more research needs 
to be done to validate the model. 
            From the University of Washington63: ―Structural brain differences between 
children with dyslexia and dysgraphia and children who are typical language learners 
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have been observed…Researchers say the findings prove that using a single category of 
learning disability to qualify for special education services is not scientifically 
supported.‖ 
In a recent misplaced effort by the American Psychiatric Association, the latest update 
of the DSMV proposed lumping dyslexia under the general category of SLD or Specific 
Learning Disability. The problems are multiple, but the practical dilemma faced by 
students and teachers is that if differences aren‘t named or recognized, chances are the 
solutions aren‘t either.  
                     What Berninger and her colleagues have found are different neural 
signatures for dyslexia and dysgraphia: ―contrasting patterns of white matter integrity 
between dyslexia and dysgraphia was the greater perpendicular radial diffusivity in 
seven brain regions on the right in dyslexia but left in the dysgraphic group.‖ 
Discussing this research, Berninger added: ―the two specific learning disabilities are not 
the same because the white matter connections and patterns and number of gray matter 
functional connections were not the same in the children with dyslexia and dysgraphia 
— on either the writing or cognitive thinking tasks. 
               Federal law guarantees a free and appropriate public education to children 
with learning disabilities, but does not require that specific types of learning disabilities 
are diagnosed, or that schools provide evidence-based instruction for dyslexia or 
dysgraphia. Consequently, the two conditions are lumped together under a general 
category for learning disabilities, Berninger said, and many schools do not recognize 
them or offer specialized instruction for either one. 
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―There‘s just this umbrella category of learning disability,‖ said Berninger. ―That‘s like 
saying if you‘re sick you qualify to see a doctor, but without specifying what kind of 
illness you have, can the doctor prescribe appropriate treatment?‖ 
―Many children struggle in school because their specific learning disabilities are not 
identified and they are not provided appropriate instruction.‖ 
                                    Writing is a critical activity of the school-age child. Of the school 
day, 30 to 60% is devoted to fine motor activities, with writing as the predominant 
task12. Dysgraphia not only interferes with the task of writing itself, its product, illegible 
handwriting, may also create a barrier to accomplish other, higher-order skills such as 
spelling and story composition. Therefore, mastery of the ability to write is considered 
an essential ingredient for success in school, with an important contribution to the 
child‘s of self. 
                Two important elements in handwriting performance are  
1. Legibility: Legibility depends on letter formation, spacing, size, slant and/ 
alignment.  
2. Speed: Slow speed can hamper a child‘s participation in school because the 
child has to cope with classroom demands. The writing demands vary as 
writing speed depends on context, instruction given and whether the child is 
copying, taking dictation, or writing freely. 
                      Kinematic studies on poor handwriting in school age children revealed 
that dysgraphia is associated with a reduced capacity to adapt writing movements to 
spatial demands and in general is associated with a slower writing speed13, 14.  
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Interestingly, if poor writers are asked to write simple characters, their writing 
movements are characterized by a higher velocity, fewer velocity peaks and fewer 
pauses above the paper compared with movements of typically writing peers during a 
similar task13, 14. A study that applied a power density spectral analysis of the velocity 
profile of writing movements indicated that children‘s poor handwriting was associated 
with an increase in neuromotor noise (i.e. an excessive variability). 
           Handwriting is a complex task involving many underlying factors such as 
visuomotor skills, visual perception and kinaesthesia. In addition, spatial and temporal 
concepts and cognitive skills are important for the process of learning to write1. 
Learning to write involves cognition, but mainly is a motor learning process3.  
                  There are three major areas of written language.  
They are  
 Handwriting,  
 Spelling and  
 Written expression.                     
                               These three areas have been recognized as areas of potential 
disability since the early work of Strauss and Lehtinen (1947) and the later efforts of 
Johnson and Mykle Bust (1967). Nearly all the learning disabilities authorities 
recognize the potential for difficulties in handwriting and spelling, and written 
expression problems are a natural outgrowth of these problems and the cumulative 
effect of problems with syntax, general vocabulary development, and difficulties in 
conceptualization.  
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         Johnson and Myklebust(1967) spoke of three main types of difficulties in written 
language. They are: 
1. Disorder in Visual Motor Integration (handwriting difficulties) 
                 Here the person is unable to transduce visual information to the 
motor system. They have great difficulty in writing or copying letters, words 
and numbers. 
2. Disorders in re-visualisation (spelling disorders) 
                 They can speak, read and copy with a fair degree of competence 
but have visual memory problems. 
3. Deficiencies in formulation and syntax (written expression) 
                       This can be seen only after the students have developed some 
elementary level of reading and spelling skills. 
1. HANDWRITING 
                    In case of learning disabled children, deficits in handwriting skills are the 
result of never actually learning to write legibly because of more basic learning deficits. 
Retardation in spelling and reading in turn affects the development of adequate 
handwriting, and a vicious cycle is established. It is therefore very important to consider 
acceptable handwriting not only as a means of communication but also a part of the 
total area of language development. 
Significance of handwriting 
            Handwriting instruction is very vital for learning disabled students. 
 Writing can be therapeutic 
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 Writing develops visual- perceptual abilities. 
 Writing improves visual motor integration. 
 Writing enables the student to see wholes. 
 Writing facilitates reading and promotes spelling. 
Handwriting difficulties  
             Dysgraphic students experience varied difficulties in handwriting. According to 
Sodhi (1996), some of the difficulties often experienced by the learning disabled 
students are: 
 They evince total disregard for punctuation. 
 They exhibit poor standards of written work in comparison to oral ability.0 
 They are known for messy work with many crossings out and words tried 
several times. 
 They experience persistent confusion with letters which look alike. eg: b-d, p-q, 
n-u, m-w. 
 Learning disabled children use upper case letters indiscriminately because they 
feel more secure with the capital form. eg: raBBit. 
 They omit and /or, insert letters, syllables and words or arrange them in wrong 
order. 
 They spell a word in several different ways in one piece of writing. 
 These students often cross ―L‖ but they fail to cross ‗t‘ or dot ‗I‘. 
 They find it very difficult to stay close to the margin. 
 They manifest several reversals while writing words. eg: ‗sown‘ for ‗snow‘. 
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 They find it very difficult to copy from the blackboard. 
 Their class works and home works are often incomplete. 
Reversals 
          Written reversals are most predominant when students print. Most young children 
make reversals when first learning to write. This is part of the normal development 
process and should not be viewed as unacceptable. Several early studies indicate that 
reversals correlate with age. The younger the child is, the higher is the probability of 
reversals in written work. With increasing maturity and experience, children‘s 
frequency of reversing letters and symbols decreases. Practically all kindergarten 
children confuse b and d, and q and p. This tendency will prevail among first graders, 
but to a lesser degree.  
        Reversals should not be a matter of concern with preschool children, especially 
when there are no other indications of potential learning problems. On the other hand, if 
the teacher happens to come across reversals in reading, coupled with reversals in 
writing and spelling in second and third grade students, efforts must be initiated to 
remedy the problem. Thus we can say handwriting, spelling and reading are interrelated 
and the practice in these three areas should be integrated. 
2. SPELLING DISABILITIES 
                      A second type of writing disorders is that of spelling disabilities. Spelling 
is a most complex ability that requires a combination of skills and abilities. It requires 
more auditory and visual discrimination, memory sequentialisation, analysis and 
synthesis, and integration simultaneously than perhaps any other skill. 
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                       Spelling involves (at least) two major sets of processes or ―routes‖ for 
translating between phonology and orthography (e.g., Caramazza, 1988; Tainturier & 
Rapp, 2000).  
1. The lexical process  : Assumed to contain the information required to relate 
phonological, semantic, and orthographic representations of words to one 
another. Thus it can be used to retrieve the spellings of familiar words. They 
operate over units at least the size of a morpheme. 
2. The sublexical or nonlexical process : To encode the systematic relationships 
between phonemes and graphemes and can be used to assemble spellings for 
unfamiliar ones. They  are generally thought to operate over smaller units. 
                                A knowledge of correct spelling is required for easy reading and 
writing. Wrong spelling often leads to confusion and misunderstanding. This results, 
sometimes in serious consequences. A person‘s entire education is judged by his ability 
to spell correctly. English spelling has its own peculiarities, difficulties and 
illogicalities. These confuse LD students to a great extent. 
Difficulties experienced by LD students in spelling 
                Dysgraphic students experience many difficulties in spelling. Some of them 
are listed below. 
 Some words with different spelling have same or similar pronunciation. These 
words confuse the LD students when they read, listen to and write down in 
dictation. Some such words are: 
 Here-hear-ear,  
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 Price - praise-prize,  
 Right - rite-write,  
 Rain - reign,  
 Sun -son,  
 Prey- pray,  
 Were-wear,  
 Our-hour,  
 Vain-vein,  
 Ice-eyes,  
 Where-were-ware,  
 Meat-meet,  
 Soul-sole,  
 Week-weak,  
 Raise-rise,  
 Sea-see,  
 Weight-wait,  
 Lack-lake,  
 Roll-role,  
 Stationery-stationary, 
 No-know. 
 There are some words with two types of pronunciation. Due to stress shift or 
change in tense the pronunciation of these words differs. It poses problem for 
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the dysgraphic child leading to spelling mistakes in dictation. The following are 
some words with two type of pronunciation. 
 Conduct, Lead, Wind, Bow, Convict, Contest, Read. 
 There are some words in which some letters are silent. So the dysgraphic student 
experience difficulty in spelling of these words. Often they get confused. In 
dictation they miss the silent letter and in reading they often pronounce the silent 
letter also. It is more true so at early stage. Some such words are. 
 Bomb, Balm, Realm, Honour, Condemn, Psalm, Bird, Island, Know 
 Some words have illogical pronunciations. LD students find it very difficult to 
read these words and they get confused in spelling while writing these words. 
 Colonel, lieutenant, mischievous, wright. 
 Some words have same ending sound but different spellings . So the LD 
students get confused whether they should use ‗sion‘ or ‗tion‘, ‗cian‘ in writing. 
Some such words are, 
 Mission, station, omission, commission, comparison, musician. 
 
3. WRITTEN LANGUAGE 
                   Written language is far more complex than oral language. Oral 
language allows the speakers to repeat statements and words without loss of 
communication power, but written language does not allow for such 
redundancy. Writers must communicate their thoughts succinctly without undue 
repetition of ideas and words. Much of what occurs to facilitate effective 
communication in oral language- intonation, gestures, and continuous audience 
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feedback to monitor the listener‘s comprehension- is not available in the written 
mode. Written language also requires the learner to be more aware of the 
specific organizational schemes underlying the composition of sentences, 
stories, descriptions, comparison- contrast passages, and expository prose 
(Meyer,1979). All of these factors combine to make written language a skill that 
is not only complex, but that must be directly taught if it is to be acquired by the 
dysgraphic students. 
Written expression difficulties of dysgraphics 
                      Written expression is the ability to express thoughts, ideas and 
feelings through writing. If the child possess acceptable spelling skills, 
handwriting skills, and normal oral language ability, written language should be 
a natural extension of language ability for them. If they lack ability in these 
areas, they will have significant written expression problem.  
The following are the difficulties often manifested by dysgraphics in written 
expression. 
 They have inability to put their thoughts into writing. 
 Their answers lack sequential process. They are unable to present the 
content in a logical order. 
 Syntax errors are prominent. 
 They have low vocabulary skills. 
 They lose the main points of the concept being written. 
 They exhibit obvious discrepancy between oral and written skills 
 Their written work will be inconsistent and erratic.  
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 Grammar is a serious problem. Agreement of verb tense throughout a 
written passage and agreement between subject and predicate are the 
most basic errors. 
Four levels of written language 
1. Concrete descriptive level 
2. Concrete imaginative level 
3. Abstract descriptive level 
4. Abstract imaginative level 
                                         Where to start teaching written language depends on the level 
at which the student is presently operating. This can be determined by observation and 
analysis of whatever written work the student can produce. Teachers must note that the 
student may be able to speak or discuss at the abstract imaginative level, but he may be 
at the concrete descriptive level in the written work. 
                                                   Handwriting was assessed with the Concise 
Assessment Methods of Children Handwriting.7 This is a shortened and adapted 
version of the scale of dysgraphy of De Ajuriaguerra et al.9 It is the standard test in the 
Netherlands to evaluate handwriting in clinical settings. It measures quality and speed 
of handwriting during 5 minutes of writing of a standard text that children copy on 
unruled paper. Handwriting quality is rated according to 13 dysgraphic features. 
Copying speed is determined by counting the number of letters written by the child in 5 
minutes 
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Orthographic Awareness 
Orthographic awareness involves sensitivity to the structure of the writing system 
(spelling patterns, orthographic rules, inflectional and derivational morphology, and 
etymology) 
a. Morphology  
Dyslexic children who continue to experience specific difficulties in sound-letter 
correspondence will benefit from direct instruction in the structure of language. The 
development of word reading skills and reading comprehension skills can be facilitated 
by morphological awareness. 
Morpheme is the smallest, single unit of meaningful language. All words are 
morphemes. Some words like compound words have more than one morpheme. Bound 
morphemes (e.g. affixes) are meaningful units which are not actual words, e.g. -s 
in cats, -ly in quickly. Unbound morphemes have lexical meaning and can stand alone. 
All meaningful, single-syllable words are unbound morphemes, e.g. and, run, in. 
Morphology is the study of how morphemes form words. Grammatical morphemes are 
function words, e.g. prepositions, articles, conjunctions, auxiliary verbs e.g. the, and, 
will. 
The Dysgraphia and Hand Writing  
                                    According to The National Center for Learning Disabilities, 
people who have dysgraphia may be able to write, but their writing might not be what is 
expected at a particular developmental stage. Some of their other fine motor skills might 
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be affected, but not necessarily. For example, someone has dysgraphia might struggle 
not only with holding a pencil correctly but also in how to tie shoes. People with 
dysgraphia might also struggle with grammar and spelling. They might have difficulty 
with letters like q, p, b, and d. 
There are three subcategories of dysgraphia. They are: 
 dyslexic dysgraphia 
 motor dysgraphia 
 spatial dysgraphia  
Dyslexic dysgraphia 
          People with dyslexic dysgraphia have illegible spontaneously written work. Their 
copied work is fairly good, but their spelling is usually poor. Their finger tapping speed 
(a method for identifying fine motor problems) is normal, indicating that the deficit 
does not likely stem from cerebellar damage. 
Motor dysgraphia 
          Motor dysgraphia is due to deficient fine motor skills, poor dexterity, poor muscle 
tone, or unspecified motor clumsiness. Letter formation may be acceptable in very short 
samples of writing, but this requires extreme effort and an unreasonable amount of time 
to accomplish, and it cannot be sustained for a significant length of time, as it can cause 
arthritis-like tensing of the hand. Overall, their written work is poor to illegible even if 
copied by sight from another document, and drawing is difficult. Oral spelling for these 
individuals is normal, and their finger tapping speed is below normal. This shows that 
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there are problems within the fine motor skills of these individuals. People with 
developmental coordination disorder may be dysgraphic. Writing is often slanted due to 
holding a pen or pencil incorrectly.[2] 
Spatial dysgraphia 
             A person with spatial dysgraphia has a defect in the understanding of space. 
They will have illegible spontaneously written work, illegible copied work, and 
problems with drawing abilities. They have normal spelling and normal finger tapping 
speed, suggesting that this subtype is not fine motor based. 
                  A deficit in visual and/or proprioceptive feedback may lead to 
spatial dysgraphia (also named afferent dysgraphia). This type of agraphia is typically 
characterized by  
 Omission/repetition of strokes and letters (Silveri et al., 1999), 
 The inability to write on a straight horizontal line, excessive blank spaces 
between graphemes (Roeltgen, 2003), and  
 A defective spatial organization (Rapcsak & Beeson, 2002).  
                         These characteristics are probably from the impossibility to use 
visual/proprioceptive feedback to update the graphomotor plans during writing (Silveri 
et al., 1999). Patients with spatial agraphia frequently present with left-sided 
visuospatial neglect, which creates a tendency to write only on the right side of the page 
(Silveri et al., 1997). 
                            Spatial dysgraphia is usually caused by nondominant, right parietal 
lesions, the area responsible for monitoring and integrating visual and kinesthetic 
48 
 
sensory feedback (Rapcsak & Beeson, 2002). However, spatial dysgraphia has also 
been reported after cerebellar lesions (Silveri et al., 1997, 1999). Possibly the 
proprioceptive feedback to coordinate and update the movements of handwriting is 
disrupted (Rapcsak & Beeson, 2002). 
Phonological Dysgraphia 
                  Phonological Dysgraphia is characterized by writing and spelling 
disturbances in which the spelling of unfamiliar words, non-words, and phonetically 
irregular words is impaired. Individuals with Phonological Dysgraphia are also unable 
to hold phonemes in memory and blend them in their appropriate sequence to produce 
the target word. 
Lexical Dysgraphia 
                       Lexical Dysgraphia is evidenced when a person can spell but relies on 
standard sound-to-letter patterns with misspelling of irregular words. This is more 
common in languages such as English and French which are less phonetic than a 
language such as Spanish. This type of Dysgraphia is very rare in children. 
Developmental dysgraphia 
                               Developmental dysgraphia is a disorder characterized by difficulties 
in the acquisition of writing skills, with writing performance below that expected based 
on children‘s class level. It is closely related to developmental dyslexia, a disorder in 
the acquisition of reading skills, and like developmental dysgraphia, despite adequate 
visus, schooling, and other cognitive abilities. The prevalence for developmental 
writing disorders is about 7–15% among school-aged children, with boys being more 
affected than girls (Hawke et al., 2009; 2–3 times: Katusic et al., 2009). This percentage 
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is similar to the incidence of developmental dyslexia, which is about 17% (Shaywitz 
and Shaywitz, 2005). 
Fig.  
                               RELATED  CONDITIONS 
Many children with dysgraphia have other learning issues. These conditions, which can 
also affect written expression, include: 
 Dyslexia: This learning issue makes it harder to read. Dyslexia can also make 
writing and spelling a challenge. 
 Language disorders: Language disorders can cause a variety of problems with 
written and spoken language. Children may have trouble learning new words, 
using correct grammar and putting their thoughts into words. 
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 Attention-deficit hyperactivity disorder (ADHD): ADHD causes problems 
with attention, impulsivity and hyperactivity. 
 Dyspraxia: Dyspraxia is a condition that causes poor physical coordination and 
motor skills. It can cause trouble with fine motor skills, which can affect 
physical task of writing and printing. 
Attention and Attention Deficits in dysgraphia 
           Since phonological and orthographic representations are also accessed during 
writing, this implies that attention has an impact on the acquisition of writing skills as 
well. Indirect evidence for this notion comes from the study by Rosenblum et al. (2004). 
These authors assessed handwriting of dysgraphic children. They summarize research 
and describe the problem of dysgraphics having not fully automatized letter production. 
Therefore, dysgraphics have an increased demand on their memory and attention while 
writing. Consequently, higher-level cognitive processes are constrained. As a further 
limitation, these authors describe the fact that children may forget plans held in memory 
before they are able to write them down on paper because of slow handwriting. This 
deficit may lead to serious consequences for students‘ academic process, their 
emotional well-being and their social function. Rosenblum et al. (2004) confirm the 
characteristics of dysgraphic writing such as consistently lower quality of individual 
spatial writing features. This includes inconsistent letter size, acute turns in letters, 
uneven and unsteady writing as well as sudden changes in size and direction of letter 
writing. 
                        Finally, Adi-Japha et al. (2007) investigated the connection between 
clinically relevant attention deficits in patients with ADHD and reading and writing 
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skills. In summary, they determined that clinically relevant attention problems cause 
problems in writing. They suggested that the deficits in writing do not necessarily have 
underlying linguistic problems but an impaired graphemic buffer and impairments in 
kinematic motor production. Compared to children without ADHD, their test subjects 
with ADHD made a higher amount of spelling errors in the morphological categories 
(function words, free morphemes, and derivational words). Yet the reading abilities of 
the ADHD-test subjects were similar to those of the comparison group. Children with 
ADHD scored worse in letter insertion, substitutions, omissions, and transpositions 
(graphemic buffer tasks). They changed similarly shaped letters. However, the results in 
fluency were similar for both groups 
DIAGNOSIS 
Signs of dysgraphia often appear in early elementary school. But the signs may not 
become apparent until middle school or later. Sometimes the signs go unnoticed 
entirely. As with all learning and attention issues, the earlier signs of dysgraphia are 
recognized and addressed, the better. 
Dysgraphia is typically identified by licensed psychologists (including school 
psychologists) who specialize in learning disabilities. They will give your child 
academic assessments and writing tests. These tests measure fine motor skills and 
written expression production. 
During testing, the professional may ask your child to write sentences and copy text. 
They‘ll assess not only your child‘s finished product, but also his writing process. This 
includes posture, position, pencil grip, fatigue and whether there are signs of cramping. 
The tester may also test fine motor speed with finger tapping and wrist turning. 
Special education teachers and school psychologists can help determine the emotional 
or academic impact the condition may be having on your child. 
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              The diagnosis of dysgraphia is usually made in an educational setting by 
professionals including psychologists, occupational or physical therapists and special 
education teachers. Although there is no consensus regarding the criteria for a diagnosis 
of dysgraphia, one expert recommendation is  
 Illegible handwriting 
 Decreased writing speed 
 Discrepancy between verbal IQ and spelling achievement 
 Processing deficits in orthographic awareness, graphomotor planning 
and/or rapid naming. 
                    Other tests to consider are 
 Evaluations of posture 
 Pencil grip 
 Tremor 
 Observed writing habits[26]. 
The assessment of writing should include- 
 Poor pencil grip 
 Ability to retrieve alphabets representing sounds 
 The formation and legibility of letters and numbers 
 A mixture of print and cursive- the appearance of upper case in the middle of a 
word should also be noted. 
 Spelling- words in isolation- with a detailed error analysis, for example,  
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- substitution,  
- omission or 
-  addition of consonants or vowels,  
- phonetic inaccuracies,  
- sequencing or letter order difficulties, 
-  reversal or inversion of letters,  
- Knowledge of spelling rules, of commonly used sight words and of 
homophones. 
• Letter reversals – d for b as in dog for bog 
• Word reversals – kit for pit 
• Omissions – avail as aval 
• Additions – bell as bellie 
• Inversions – m and w, u and n 
• Transpositions – felt and left 
• Substitutions – house and home. 
 Spelling as a part of comprehension or essay writing 
 Punctuation 
 Use of vocabulary and synonyms in a piece of free writing 
 Ability to present ideas in an understandable sequence 
 Ability to plan and organize a written text for a particular audience or purpose 
 Organization of writing and the mechanics of writing a paragraph or essay 
 Speed of writing 
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                             Tests of visual motor integration such as the Beery Developmental 
Test of Visuomotor Integration (VMI) may be utilized, although the VMI may not be 
sensitive enough to serve as an adequate screening tool as it may not capture 
orthographic-specific difficulties (8, 35). Overall, information collected should originate 
from multiple sources and may include cumulative, normative, anecdotal, and observed 
data (33). A key factor in making the diagnosis is documenting the effects of difficulty 
writing on the child‘s ability to access the educational curriculum in the mainstream 
setting. As dysgraphia may be associated with other impairments in reading or written 
language, children with suspected dysgraphia should be evaluated for other potential 
learning problems. 
Possible Complications61 
              Complications that may occur include: 
• Learning problems 
• Low self-esteem 
• Problems with socializing 
THE COLORADO LEARNING DIFFICULTIES QUESTIONNAIRE (CLDQ) 
                It is a 20-item parent-report rating scale that was developed to provide a brief 
screening measure for learning difficulties. The CLDQ was designed to assess specific 
dimensions of functioning that are most often impaired in children with learning 
difficulties, including reading, math, social cognition, spatial functioning, and memory.  
Parents answered each question on a five-point Likert scale with the following anchors:  
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(1) Never / not at all (G1) 
(2) Rarely / a little (G2) 
(3) Sometimes (G3)  
(4)Frequently / quite a lot (G4)  
(5) Always / a great deal (G5). 
LEARNING DISABILITY DIAGNOSTIC INVENTORY TOOL (LDDI) 
                         The LDDI is a rating scale designed to help psychologists, 
diagnosticians, LD specialists, speech language pathologists, and others identify (i.e., 
diagnose) intrinsic processing disorders and learning disabilities in students between the 
ages of 8-0 and 17-11. A reliable and valid norm-referenced inventory. 
                             Ages: 8-0 through 17-11 
                             Testing Time: 10-20 minutes 
                             Administration: Individual 
                    The LDDI is composed of six independent scales, one for each of the areas 
listed in the definition by the U.S. Office of Education and the National Joint 
Committee on Learning Disabilities:  
1. Listening 
2. Speaking 
3. Reading 
4. Writing 
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5. Mathematics 
6. Reasoning. 
                                               Each scale contains 15 easy-to-rate items. 
TEST FOR I.Q 
                                        Tests of intellectual functioning are designed to measure and 
assess general mental abilities (relative to peers of the same age group) and may include 
tests of the following abilities:  
• Reasoning,  
• Problem solving,  
• Abstract thinking,  
• Judgment,  
• Academic learning, and to some degree,  
• Experiential learning  
IQ (Intelligence Quotient) = MENTAL AGE/CHRNOLOGICAL AGE X 100 
Regularly used IQ Tests in Clinical Practice 
1. Seguin Form Board Test (SFB)  
2. Vineland Social Maturity Scale (VSMS)  
3. Binet-Kamat Test (BKT)  
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4. Wechsler Adult Performance Intelligence Scale (WAPIS) 
5. Bhatia's Performance Test of Intelligence 
6. Malin's Intelligence Scale for Indian Children (MISIC) 
7. Raven's Progressive Matrices (RPM) 
Wechsler Intelligence Scale for Children (WISC)1) 
                 The Wechsler Intelligence Scale for Children (WISC) has been around since 
1949 as an adaptation of David Wechsler‘s 1939 Wechsler-Bellevue Intelligence Scale. 
This version of the Wechsler test is a psychological assessment that measures different 
aspects of intelligence and is designed for children between the ages of 6 to 16. The test 
has undergone several updates and the current version of the test is the fifth edition 
WISC-V which was released in 2014. 
                Though this test can be used as an IQ test for children, it is most often used as 
a clinical tool to measure individual cognitive abilities. The WISC is often used among 
a battery of other tests to assess and identify cognitive function and ability ranges which 
can help identify giftedness, learning disabilities, or general strengths and weaknesses a 
child may have in their cognitive abilities. Learning disabilities can be identified by 
comparing results from an intelligence test like the WISC with the scores from an 
achievement test like the Wechsler Individual Achievement Test to identify gaps 
between academic achievement and a child‘s level of intellectual functioning. 
                        The developers of this intelligence test recognize that a child‘s 
performance must be compared to individuals similar to them, and each version of the 
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WISC uses normative samples to compare a child‘s score to. Age has the most 
significant effect on how a child performs on a certain task. Therefore, raw scores of 
each subtest are calculated and then compared to the normative sample with children of 
the same age. 
                          This test relies on the idea that cognitive skills, or intelligence, are 
normally distributed throughout the population. Normal distribution means that most 
people fall within the average range and less people perform at a range that is above or 
below average. 
Scoring 
            Scores for this test are determined based on statistical values such as the mean 
(the average) and standard deviation (a calculation that determines a significant distance 
of a score from the average). Once a child‘s performance on a subtest is compared to 
the normative sample, subtest scores are converted into scaled scores that serve as one 
of the universal metrics for this test. 
            A scaled score of 10 is the mean and scaled scores that deviate 3 units reflect a 
standard deviation. Similar subtests are then combined into Primary Index Scales that 
have a mean of 100 and standard deviation of 15. These numbers help determine the 
classification for performance. 
Classification of performance for scaled index scores are as follows: 
Below Average – scaled score 1 to 5 
Low Average – scaled score 6 to 7 
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Average – scaled score 8 to 11 
High Average – scaled score 12 to 13 
Superior – 14 to 15 
Very Superior – 16 to 20 
Descriptors of performance for standard  WISC score ranges are as follows: 
Below Average – standard score below 79 
Low Average – standard score 80 to 89 
Average – 90 to 109 
High Average – 110 to 119 
Superior – 120 to 129 
Very Superior – above 130 
                        Clinicians use this test for many different reasons and may report all or 
only some scores. Nevertheless, the following will cover the standard measures offered 
by the WISC-V, the most recent version of this assessment. It should be noted that there 
are a number of other analyses beyond the scope of this writing that clinicians may 
report. 
Administration 
                         The fifth version of this test is done individually with the child and 
clinician and can be done in standard paper-and-pencil administration or on a tablet, 
60 
 
digital format. This test includes a total of 16 subtests; however, the standard number of 
subtests given is 7. Raw scores on these subtests are converted into scaled scores and 
then the sum of scaled scores of similar tests is converted into a Primary Index Scale. 
WISC Index Scores 
                There are a total of five Primary Index Scores that make up the Full Scale IQ 
score: 
1. Verbal Comprehension,  
2. Visual Spatial,  
3. Fluid Reasoning,  
4. Working Memory, and  
5. Processing Speed.  
The Verbal Comprehension Index : It reflects the ability to access and apply word 
knowledge. The core subtests include Similarities (how to words are similar) and 
Vocabulary. 
The Visual Spatial Index : This reflects the ability to understand visual details and 
relationships in order to solve puzzles and construct geometric designs. The core 
subtests are Block Design (orienting blocks to match a picture) and Visual Puzzles 
(visual spatial integration). 
The Fluid Reasoning Index : It reflects the ability to detect relationships among visual 
objects. The core subtests are Matrix Reasoning (reasoning with continuous and discrete 
visual patterns) and Figure Weights (quantitative reasoning). 
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The Working Memory Index : This is to reflect the ability to register, maintain, and 
manipulate visual and auditory information. The core subtests are Digit Span (repeating 
number sequences) and Picture Span (auditory and visual attention and working 
memory, respectively). 
The Processing Speed Index : It reflects the speed at which a child can accurately 
make decisions. The core subtests are Coding (matching symbols to associated 
numbers) and Symbol Search (visual scanning and graphomotor speed of matching 
symbols). 
Verbal Comprehension Index : This measures a child‘s ability to verbally reason, 
which can be heavily influenced by their semantic knowledge. This index score is 
derived from the Similarities, Vocabulary, Information, and Comprehension subtests. 
                  Scores on the five Primary Index Scales are then combined and converted 
into a Full Scale Intelligence Quotient (FSIQ), which is designed to measure overall 
intelligence. 
History 
                  As mentioned previously, the WISC has undergone several revisions. With 
each successive rendition of the test, the scoring of the test had to account for the Flynn 
effect to properly scale scores. The Flynn effect is the recognized improvement in 
human beings‘ fluid and crystallized intelligence during the 20th century. So, for 
example, a child with an average score of 100 in 2018 is actually representative of a 
higher level of intelligence than a child who scored a 100 in 1968.  
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                   The initial WISC test was launched in 1949 and was next updated with the 
WISC-R in 1974. The WISC-R featured the same subtests, but updated the age range 
for the children it tested from a range of 5-15 to 6-16. The WISC-III was published in 
1991 and added a subtest for processing speed. The WISC-III also introduced new 
index scores to represent specific areas of intelligence, (which have since been 
updated): 
Verbal Comprehension Index 
Perceptual Organization Index 
Freedom of Distractibility Index 
Processing Speed Index 
The WISC-IV arrived in 2003 and was fairly quickly followed by the WISC-V in 2014. 
Reliability 
This test is the gold standard for intellectual assessment for children, partly because of 
its reliability. Reliability is important because it ensures that test-takers will achieve 
similar scores each time they take the test. Several studies have measured the reliability 
of the fifth edition of this test with strong findings, suggesting that the scores a child 
receives on the subtests and index scales of this test are reliable measurements. 
SUPPORTING PEOPLE WITH DYSGRAPHIA 
                               There are many ways to help a person with dysgraphia achieve 
success. Generally strategies fall into three categories: 
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 Accommodations: Providing alternatives to written expression, such as 
adjusting assessments (oral). 
 Modifications: Changing expectations or tasks to minimize or avoid the area of 
weakness 
 Remediation: Providing instruction for improving handwriting and writing 
skills. 
                       Each type of strategy should be considered when planning instruction and 
support. A person with dysgraphia will benefit from help from both specialists and 
those who are closest to the person. 
1. Handwriting 
                       It is of potential value and very essential to pay close attention to 
handwriting of dysgraphics. As writing can aid in reading and spelling, most authorities 
advocate special assistance in this area. Writing is an essential tool for learning to read 
and spell for some dysgraphics.  
Role of teacher 
                        The teacher should create an awareness of the problem among 
dysgraphics. He should identify the handwriting disabilities as early as possible. The 
teacher should make special allowances for handwriting and spelling. Dysgraphics  
must be allowed use of word processor for assignment. The teacher should allow more 
time for written work. Use of positive encouragements both verbal and on paper 
promotes handwriting. The teacher must be sympathetic and avoid hard comments.                  
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Three vital stages of learning writing. 
 Acquisition, 
 Proficiency and  
 Maintenance 
2. Spelling 
              To remediate spelling disabilities, teacher has to assist the child in revisualising 
letters and words and make it possible for the child to write and spell properly. 
               Johnson and mykleburst recommend total recall as opposed to partial recall for 
revisualization and they note that the teacher must work from recognition to partial 
recall, to total recall. There are certain approaches to achieve this objective. Most 
important of these approaches are 
2. The Fernald VAKT approach. 
3. Analysis of spelling errors 
4. Attention getting technique 
5. Multisensory approach. 
                  In the primary school years, interventions may focus on motor tasks or 
orthographic tasks; although the literature suggests that a combination approach is the 
most effective (37).      
                 Motor tasks for writing and writing-related activities include  
 Playing with clay,  
 Drawing in mazes, and  
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 Tracing letters;  
                 Fine motor skills may be developed through the use of hand exercises such as  
 Rubbing or shaking the hands and  
 Finger tapping tasks.  
Children should also practice good posture and grip control to establish good habits to 
writing.  
                   Research-supported orthographic tasks include the use of an instructional 
method to teach letter writing described by Berninger, in which the child learns all 26 
letters with the following steps:  
1) studying numbered arrow cues in a sample,  
2) covering the letter and visualizing writing the letter,  
3) utilizing the numbered cues to write the letter, and  
4) comparing the written letter to the sample letter (13, 38).  
                  Children may also need to learn to automatically retrieve letters from long-
term memory when composing sentences, which can be done through a variety of 
educational games and activities (39). In addition to achieving automaticity, children 
with disorders of written expression may also need additional support in higher-order 
writing tasks, including planning, organizing, reviewing, and revising. Randomized-
control trials have demonstrated that ―writing clubs‖ targeted to children struggling with 
these skills can improve performance (37).  
                   Another validated model is the self-regulated strategy development (SRSD) 
instruction in text composition, which has been demonstrated to have a lasting and 
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generalized effect (40). This curriculum includes specific instruction on writing and self 
regulation strategies while involving children as active collaborators in the process. 
Children who continue to struggle with writing in middle school and high school may 
benefit from additional instruction towards the specific tasks needed in composition (37, 
41, 42). Computers may provide additional support in decreasing writing stress if 
handwriting automaticity continues to pose considerable challenges (43). 
 
 
Fig 10 
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Meditation  
Apart from all the changes in learning and teaching style some spiritual methods are 
essential. Meditation is one such method which helps to make mind stable. This will 
also help increase the concentration and reduce frustration while writing. Meditation 
will help the child to increase the focus on writing. You should encourage your child to 
perform such activities at an early stage. A recipe of hard work, love and care will 
surely improve your child's writing skill. You just need to find the strengths of your 
child and help him or her to work on it. 
Homoeopathic management 
                Homoeopathy is a system of medicine based upon the Nature‘s Law of cure – 
Similia Similibus Curentur. It is a holistic science. It considers the person as a whole. It 
treats the entire person and not merely the external symptoms. So it has more potential 
over conventional treatments in managing learning disability. 
               Our master Dr. Samuel Hahnemann said, ―There are no diseases, only sick 
people‖. So the sole duty of the physician is to heal the sick and not the results of 
sickness. Physicians must be concerned not only with particular organ systems and 
disease processes, but also with environmental and social influences, which have a 
major impact on the physical, emotional and mental health and social well-being of 
children and their families. 
                 Hahnemann from aphorism 83 to 104 describes the method to deal with 
chronic  
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diseases which includes while inquiring into the state of chronic disease, the particular 
circumstances of the patient with regard to his ordinary occupation, his usual modes of 
living and diet, his domestic situations etc.. must be well considered and scrutinized to 
ascertain what tend to produce or ascertain the disease. 
                Homoeopathy is based on the individualization of the patient. The totality of 
symptoms in the mental plane, physical plane and peculiar characteristic symptoms help 
in finding the similimum. Dr Hahnemann calls totality, ―The outwardly reflected picture 
of the internal essence of the disease, i.e. of the affection of the vital force‖. He also in 
aphorism 7 says that it is the only thing that can determine  
 in aphorism 153 says, more importance can be given to the characteristics which are 
defined as the more striking, singular, uncommon, peculiar signs and symptoms which 
should help out in finding out a similimum. 
RUBRICS FOR DYSGRAPHIA IN VARIOUS REPERTORIES   
1. REPERTORY OF THE HOMOEOPATHIC MATERIA MEDICA by DR 
J.T.KENT[40]  
                     DR J. T.KENT had coined mind rubrics from which these can be 
considered in cases of dysgraphia. They are as follows:  
RUBRICS  
 MIND: ABSENT- MINDED  
- writing, while : Mag-c. 
 MIND: COMPREHENSION ,difficult.(See Dullness) 
 MIND: CONCENTRATION, difficult  
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- writing, while : Acon., mag-c. 
 MIND : CONFUSION  
- writing, while : Arg-n., brom., croc., ferr-i., gent-l., laur, lil-t., nat-c., vinc. 
 MIND: DULLNESS, sluggishness, difficulty of thinking and comprehending 
- Writing, while : Acon., arg-n., cann-s, chin-s, glon, mag-c, nux-m, rhus-t., 
sil. 
 MIND: MEMORY, weakness of - letters, for the names of the : Lyc. 
- write, for what is about to : Can-i., colch., croc., dirc., nat-m., nux-m., rhus-t. 
- written, for what he has : Calad., cann-i., nux-m. 
 
 MIND: MISTAKES 
- spelling, in : All-c., am-c., crot-h., fl-ac., helo-h., hyper., lac-ac., lach., lyc., 
med., nux-m., nux-v., stram., sulph. 
- words, misplacing : Alum., all-c., am-c., arn., bov., bufo., calc., calc-s., 
cann-s., carb-s., caust., cham., Chin., cocc., con., crot-h., cycl., fl-ac., graph., 
hep., hyos., hyper., kali-br., kali-c., kali-p., kali-s., lac-c., lach., lyc., merc., 
nat-c., nat-m., nux-m., nux-v., osm., puls., rhod., sep., sil., stram., sulph., 
thuj. 
- writing, in: Alum., am-c., benz-ac., bov., calc-p, cann-i., cann-s., carb-an., 
carb-s., cham., chin., chin-s., chr-ac., colch., croc., crot-h., dios., fl-ac., 
graph., hep., hydr., hyper., ign., it-foe., kali-br., kali-p., kali-s., lac-ac., lac-c., 
Lach., lil-t., Lyc., mag-c., nat-c., nat-m., nux-m., nux-v., onos., phos., ptel., 
puls., rhod., rhus-t., sep., sil., sulp., samb., stram., Thuj. 
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-confounding letters : Lyc. 
-omitting letters : Hyper., kali-br., lac-c., lyc., meli., nux-m., nux- v., onos., 
puls., stram., thuj., zinc.  
   syllables :  Bov., cham., colch., kali-br., nux-v., thuj. 
   words  : Benz-ac., cann-s., cham., hyper., kali-br., lac-ac., lachn., lyc., 
meli., nux-v., rhod., thuj. 
 -repeating words : Calc-p., cann-s., kali-br., lac-c., sulph. 
 -transposing letters : Caust., chin., lyc., stram. 
- wrong words, using : Agar., alum., am-c., arn., both., bov., bufo., calc., calc-
p., cann-s., canth., caust., chen-a., Chin., cocc., con., crot-h., cupr., dirc., 
dulc., graph., hep., kali- br., kali-c., lac-c., lyss., Nux-m., sep., thuj., zinc. 
 MIND : THOUGHTS; vanishing of  - writing, while: Can-i, lach, nux-m, rhus-t. 
 MIND : THOUGHTS; wandering - writing, while: Iris., nux-m. 
 MIND : WRITING, aversion to : Hydr., squil., thea. 
- difficulty in expressing ideas when : Cact., carb-an. 
-  inability for : Ign., lyc. 
   writing disconnectedly : Colch. 
 GENERALITIES:WEAKNESS - writing, from: Cann-s, ran- b., sil. 
2. SYNTHESIS BY Dr. FREDERIK SCHROYENS 
RUBRICS  
 Mind 
Concentration – difficult 
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- writing, while: acon, arizon-l, germ-met, gink-b, ham, hydrog, kola, 
mag-c, merc. 
Confusion 
- writing, while: arg-n, brom, croc, ferr-i, gent-l, germ-met, ham, hydrog, 
laur, lil-t, nat-c, symph, vinc. 
Dullness 
- writing, while: acon, arg-n, cann-s, chinin-s, galeoc-c-h, glon, kali-sil, 
mag-c, nat-pyru, nux-m, rhus-t, Sil. 
Mistakes 
- writing, in : adlu, agar, agath-a, aids, allox, alum, alum-sil, am-br, am-c, 
am-m, anders, androc, arag, arizon-l, aza, bamb-a, benz-ac, bov, calc, 
calc-p, cann-I, cann-s, carb-an, carbn-o, carbn-s, cench, cere-s, 
cham,chin, chinin-s, choc, chr-ac, cloth, colch, con, Lach, Lyc, Thuj. 
 adding letters: gink-b, Lyc, podo 
 confounding letters: ham, lac-loxod-a, lyc 
 fast thoughts; from (see hurry) 
 hurry from: hydrog, Ign 
 old people; in: am-c, Crot-h 
 omitting:  
letters: bamb-a, choc, cloth, colch, erig, galla-q-r, germ-met, 
Hydrog, Hyper, kali-br, Lac-c, Nux-m, nux-v, onos, op, podo, 
puls, Thuj, zinc. 
syllables: bov, Cham, colch, Lyc, Thuj. 
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words: benz-ac, Cann-s, Cham, kali-br, Lyc, nux-v, Rhod, 
sacch, Thuj. 
 repeating words: Calc-p, Cann-s, choc, kali-br, lac-c, sulp. 
 transposing  
letters: adam, allox, caust, Chin, Lyc, podo, stram, tub.  
WRITING 
- aversion to : hydr, irid- met, nat-sil, squil, symph, thea. 
- difficulty in expressing ideas in : arag, cact, calc, cann-s, carb-an, cimic, 
kali-c, lach, lyc, nat-m, sep, sil, Symph, zinc. 
- fatigues : kali-p, Sil. 
- inability for : ars, atra-r, caust, ign, lyc, Nux- v, podo, sil. 
 connectedly : colch 
 learning to write in children : caust, sil 
 rapidly as she wishes, anxious behavior, makes mistakes; 
inability to write as : ign 
- indistinctly, writes: adam, germ-met, kali-br, kali-p, merc, podo, positr, 
sacch, stram. 
HOMOEOPATHIC THERAPEUTICS 
1. BOERICKE’S MATERIA MEDICA[41] 
 ARAGALLUS LAMBERTI 
       Mind  -    Cannot study  
- Difficulty in concentrating mind, absent-minded 
- Defective expression in writing. 
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 BARYTA CARB 
                   Mind  -  Loss of memory, mental weakness. 
- Lost confidence in himself. 
- Confusion. 
 CALADIUM 
                   Mind – Very forgetful, does not know about the occurrences of things. 
 CALCAREA CARBONICA 
o Mind – Forgetful, confused, low- spirited. 
 Obstinacy; slight mental effort produces hot head. 
 Averse to work or exertion.  
 CALCAREA PHOSPHORICA 
o Mind - peevish, forgetful;  after grief and vexation. 
 CANNABIS INDICA  
o Mind – Very forgetful; cannot finish sentence. 
o Eyes – Letters run together when reading 
 CANNABIS SATIVA 
o Mind – Stuttering. 
 Confusion of thought and speech 
 Wavering speech, hasty, incoherent. 
 CHINA 
o Mind – Ideas crowd in mind; prevent sleep. 
 EUONYMUS ATROPURPUREA 
o Mind – Mental confusion, despondent, irritable 
74 
 
 Loss of memory, unable to recall familiar names. 
 KALI BROMATUM 
o Mind – General failure of mental power, loss of memory 
 Amnesic aphasia; can pronounce any word told, but cannot speak 
otherwise. 
 LYCOPODIUM 
o Mind – Weak memory, confused thoughts; spells or writes wrong words 
and syllables. 
 Failing brain- power. 
 Cannot read what he writes. 
 MEDORRHINUM 
o Mind – Weak memory 
 Difficult concentration 
 NATRUM MURIATICUM 
o Mind -  Ill effects of grief, fright, anger etc… 
o Eyes  - Letters run togerther 
             Give out on reading and writing 
 NUX MOSCHATA 
o Mind – Confused, impaired memory. 
 PHOSPHORICUM ACIDUM 
o Mind –  Listless.  
 Impaired memory.  
 Cannot collect his thoughts or find the right word. 
75 
 
 Difficult comprehension. 
 Effects of grief and mental shock. 
 PLUMBUM METALLICUM 
o Mind – Slow perception 
 Loss of memory;  amnesic aphasia. 
 Intellectual apathy. 
 Memory impaired. 
 RHAMNUS CALIFORRICA 
o Mind – Mental dull and dazed, unable to concentrate mind on studies. 
 SILICEA 
o Mind – Nervous and excitable 
 Brainfag 
 Obstinate,  headstrong children. 
 Abstracted 
 XEROPHYLLUM 
o Mind – Dull, cannot concentrate mind for study 
 Forgets names.  
 Writes last letters of words first. 
 Misspells common words. 
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4. MATERIALS AND METHODS 
STUDY SETTING  
                       A sample of 30 cases, randomly selected, diagnosed to have dysgraphia 
(at risk) after screening the students through the school health programmes, I.P.D, 
O.P.D and R.H.C of Sarada Krishna Homoeopathic Medical College, Kulasekharam. 
By School Health Programmes conducted in Kanyakumari district, a population of 300 
school children will be required to obtain a sample size of 30. Exclusion losses and 
unwilling parents will be considered. The study includes one year and 6 months of 
experimental work with a minimal observational period of one year.  
 SELECTION OF SAMPLES 
                  A sample size of 30 cases will be collected and initial systemic screening 
will be done. Next screening by using Colorado questionnaire of Learning Disability 
[10].Then dysgraphia screening will be done using Learning Disabilities Diagnostic 
Inventory (LDDI) tool by Donald D Hammill and Brian R Bryant.  Then their 
intellectual ability is assessed by Wechsler‘s intelligence test and finally diagnosed 
according to the criteria as mentioned in ICD 10. Parents/ Guardians  and children are 
evaluated their willingness to participate in the study and hence their consent will be 
taken. 
 INCLUSION CRITERIA 
  Patients of age group between 8 years to 17 years of age which are diagnosed as 
Dysgraphia. 
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 Patients having an average and above average intelligence 
 Children of both sexes.  
EXCLUSION CRITERIA.  
 Patients below 8 years and above 17 years of age.  
 Patients with congenital, neurological problems, chromosomal disorders.  
 Patients with visual or hearing impairment.  
 Patients of unwilling parents.  
STUDY DESIGN  
 Single group, experimental study.  
 30 cases with Dysgraphia will be taken from the college OPD, IPD, peripheral 
OPD centers of Sarada Krishna homoeopathic medical college and by School 
Health Programmes after using certain screening tools. 
 Consent  of parents and  teachers  will be  taken  and  with  the School Health 
Programmes, children aged from 8 – 17  years are screened by using Colorado 
Questionnaire. 
 Initial  systemic  screening  is  done  and  the  next  screening  using  Colorado 
Questionnaire.  
 Then to assess dysgraphia, children are identified with Dysgraphia and other 
writing disabilities by using Learning Disability Diagnostic Inventory (L.D.D.I) 
tool. 
 Children who comes under risk of dysgraphia are made to undergo Wechsler<s 
I.Q and achievement test.  
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 Data will be collected according to pre-structured SKHMC case format.  
 Case details will be according to the rule of ideal  homoeopathic cure followed 
by case analysis and prescription with due reference to Repertory, Materia 
Medica and Organon of Medicine. 
  It‘s  a 6  month to one  year study therefore the post  intervention data will be 
assessed at regular intervals and using rule of ideal homoeopathic cure and data 
will be interpreted and conclusions will be drawn within a time period of one 
year. 
  Pre and post treatment analysis will be done using symptom assessment score 
by following the ideal homoeopathic cure like, time taken for recovery, 
complication, general health, recurrence, condition of mind. 
 Results will be subjected to statistical analysis and hypothesis will be tested 
using  Wechsler‘s I.Q. tool.  
  Result will be arrived after analyzing the study parameter with standard 
research studies.   
INTERVENTION  
  Case taking  and  medicine  selection and  administration will be  according  to 
homoeopathic principles. 
 The intervention will be constitutional management after the totality of the case 
is taken and repertorization is done. 
 Potency will be selected according to the susceptibility of the patient.  
  Follow –up treatment will be as per the need of the patient.  
  Pre and post treatment assessment using Wechsler‘s I.Q tool . 
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SELEC TION OF TOOLS  
  Samples are selected by using Colorado Learning Disability questionnaire and  
  Dysgraphia screening test by LDDI tool  
  Pre structured SKHMC case format.  
  Wechsler‘s Intelligence Test (I.Q tool) and Wechsler‘s achievement test.   
BRIEF OF PROCEDURES  
 30 cases are considered for the study from patient‘s parents, teachers, bystanders 
and by physicians observation. 
 Cases will be recorded in the pre structured SKHMC case format. 
 Potency selection and  repetition will be done according to  the principles laid 
down in the Organon of medicine. 
 Screening and Improvement pattern are diagnosed through the questionnaire and 
achievement test.  
OUTCOME ASSESSMENT :  
 Dysgraphia improvement criteria [11] (Appendix).  
 Homoeopathic medication based on the improvement done by the achievement 
test and improving Dygraphia  
  Over all general well – being of the patient is also assessed.  
DATA COLLECTION  
 Selection of 30 cases collected from the OPD, Rural centers and School Health 
Programmes of SKHMC.  
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 Interview technique including case taking based on the directions in Organon of 
medicine. 
  The complaints associated with disorder will be recorded from the patient after 
a detailed case taking session in the general case taking format adapted in 
S.K.H.M.C and Hospital and are then diagnosed to have dysgraphia by 
screening students.  
STATISTICAL TECHNIQUES & DATA ANALYSIS  
 Pre - test and post - test assessment.  
 Data presentation including charts, diagrams and tables.   
SOURCES OF DATA 
            A sample of 30 cases of learning disability attending the Out Patient 
Department, In Patient Department and school health programs of Sarada Krishna 
Homoeopathic Medical College Hospital. 
METHOD OF COLLECTION OF DATA 
Sample Size – 30 cases. 
Sampling Techniques – Random Sampling 
Study Design - Experimental design 
SCREENING of patients: 
I- A total of 155 students were examined and screened from school heath 
programmes and opd of sarada krishna homoeopathic medical college using 
COLARADO LEARNING DISABILITY QUESTIONAIRE. 
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     .II.     In this primary screening out of 155 students screened, 56 were found to be                
having a risk of learning disability. 
      III.   56 students were made to undergo the second level of screening with CLDQ. 
This screening had diagnosed them as strong risk, at risk and at mild risk of having 
learning disability. 
    IV.   Selected students were made to undergo the next level of screening with 
WESCHLERS INTELLIGENCE TEST to find out the IQ of the patient. 
 The data was collected by random sampling technique as per the inclusion criteria 
and processed in a standardized case record. The case is analysed accordingly and 
totality was evolved. Medicines were prescribed on the totality of a particular case. 
 The potency selection and repetition of the dose were done according to the demand 
of the case. Each case was followed for 6 months. 
 During the follow up after 6 months, each case was evaluated using the 
improvement in writing score. 
4.2.1 INCLUSION CRITERIA:  
 Children of age 6 to 15 yrs of age diagnosed with LD after screening from 
different schools . 
 Children with average and above average intelligence 
 Children of both sexes 
4.2.2 EXCLUSION CRITERIA: 
 Children below the age 6 and above the age 15. 
82 
 
 Children with neurological problems, chromosomal disorders and with chronic    
medical conditions. 
 Children with lack of educational inputs as cause of learning disability. 
 Children with visual or hearing impairment 
 Students of unwilling parents 
4.3 ASSESSMENT OF EFFECTIVENESS : 
           Effectiveness of the treatment was assessed on the improvement in writing score 
during the follow up. The cases were followed for a period of 6 months. To assess 
efficacy of Homoeopathic treatment, pre and post treatment score was compared and 
paired ‗t‘ test was applied and observations were made and final results were plotted.  
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5. OBSERVATIONS AND RESULTS 
 
                         A sample of thirty cases from the patients who attended the OPD, IPD 
and Rural centres of Sarada Krishna Homoeopathic  Medical  College and Hospital was 
taken for this study. Thirty cases has been followed up for 6 months to 1 year and were 
subjected to statistical study. The results are presented on the basis of data obtained 
from this study. The following tables and charts reveals the observation and results of 
this study. 
5.1. CLASSIFICATION OF CASES BASED ON AGE 
No  Age group No. of cases Percentage 
1 8-10 16 53% 
2 11- 13 11 37% 
3 14-16 3 10% 
 
TABLE - 1 
FINDINGS: 
                     According to the study, out of 30 cases, no: of patients of age group 8-10 
with writing disability were 16 (53%) patients, 11 (37%) patients of age group 11 – 13 
years, 3 (10%) patients of age group 14 – 16 . 
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DISTRIBUTION OF CASES ACCORDING TO THE AGE 
 
Fig . 11 
 
5.2. CLASSIFICATION OF CASES BASED ON SEX 
No  Sex No. of cases Percentage 
1 MALE 21 70% 
2 FEMALE 9 30% 
 
TABLE -  2 
FINDINGS: 
                  According to the study, out of 30 cases with writing disability 21 (70%) 
were males and 9 (30%) were females. 
 
8-10 yr 
53% 
11-13 yr 
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14-16 y 
10% 
% of cases in Each Age Group 
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DISTRIBUTION OF CASES ACCORDING TO THE SEX 
 
Fig.12 
5.3 CROSS – TABULATION ACCORDING TO AGE AND SEX 
AGE 
GROUP 
MALE % FEMALE % TOTAL % 
8 - 10 13 43 3 10 53 
11 - 13 6 20 5 17 37 
14 - 16 2 7 1 3 10 
TABLE – 3 
FINDINGS: 
            According to the study, 13 (43%) cases were male and 3 (10%) cases were 
female of age group 8-10 years, 6  (20%) cases were male and 5 (17%) cases were 
female of age group 11-13 years, 2 (7%) cases were male and 1 (3%) cases were female 
of age group 14-16 years, and 0% of males and females above 16 years. 
30% 
70% 
% of Cases based on Gender 
1
2
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DISTRIBUTION OF CASES ACCORDING TO AGE AND SEX 
 
Fig. 13 
5.4. CLASSIFICATION OF CASES ACCORDING TO STANDARD OF CLASS 
IN SCHOOL 
No. STANDARD NO. OF PATIENTS PERCENTAGE 
 
1 3
rd
 5 17% 
2 4
th
 4 13% 
3 5
th
 7 24% 
4 6
th
 4 13% 
5 7
th
 4 13% 
6 8
th
 3 10% 
7 9
th
 3 10% 
 
TABLE – 4 
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FINDINGS: 
                Out of  30 cases taken, 7 (24%) were from 5th, 5 (17%) patients were from 3rd 
standard, 4 (13%) patients were from 4th , 6th  and 7th standard each, and 3 (10%) patient 
studying in 8th  and 9th standard each  were  identified as dysgraphic. 
 
DISTRIBUTION OF CASES ACCORDING TO STANDARD OF CLASS IN 
SCHOOL 
 
 
Fig.14 
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5.5. CLASSIFICATION OF CASES ACCORDING TO COLORADO 
QUESTIONNAIRE VALUES 
Sl. No. Grades No. of patients Percentage 
1 Grade 3 11 37% 
2 Grade 4 13 43% 
3 Grade 5 6 20% 
 
TABLE – 5 
 
15. 6. DISTRIBUTION OF CASES ACCORDING TO THE COLORADO 
LEARNING DISABILITY SCREENING GRADING 
 
Fig.15 
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3
89 
 
FINDINGS: 
                      Out of 30 cases in initial assessment of CLDQ, 11 (37%) patients were 
under Grade 3, 13 (43%) were under Grade 4, 6 (20%)  patients were under Grade 5 and 
null under Grade 1 and Grade 2. 
 
5. 6. CLASSIFICATION OF CASES ACCORDING TO INTELLECTUAL 
QUOTIENT 
IQ No. of patients Percentage 
70-80 5 17% 
80-90 7 23% 
90-100 12 40% 
100-110 3 10% 
110-120 3 10% 
 
TABLE - 6 
FINDINGS: 
           Out of the 30 cases, 5 (17%) patients are with I.Q 70 – 80, 7 (23%) I.Q are 
between 80-90.The patient with 90-100 I.Q are 12 (40%) patients, 100-110 I.Q and 110-
120 I.Q are 3 (10%) each. 
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DISTRIBUTION OF CASES ACCORDING THE INTELLECTUAL QUOTIENT 
 
Fig.16 
5.7. COMPARISON OF WRITING SCORE OF PERCENTILE USING LDDI 
BEFORE AND AFTER TREATMENT 
Score range Pre  Percentage  Post  Percentage 
30-40 1 3% - - 
40-50 6 20% 1 3% 
50-60 14 47% 4 13% 
60-70 9 30% 10 34% 
70-80 -  10 34% 
80-90 -  5 16% 
TABLE – 7 
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DISTRIBUTION ACCORDING TO WRITING SCORE 
 
Fig.17 
 
5.8. CLASSIFICATION OF CASES ACCORDING TO CO-MORBID FACTORS 
Co-morbid Factors Number of Patients Percentage 
ADHD 8 27% 
Anxiety Disorder 7 23% 
ADD 7 23% 
ODD 2 7% 
DBD 1 3% 
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CD 1 3% 
NE 1 3% 
 
TABLE - 8 
FINDINGS: 
              Out of 30 cases, 8 (27%) patients have ADHD, 7 (23%) patients have Anxiety 
disorder and ADD each, 2 (7%) patients had ODD and 1 (3%) patients with DBD, CD 
and NE each. 
DISTRIBUTION OF CASES ACCORDING TO CO-MORBID FACTORS 
 
Fig.18 
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5.9. CLASSIFICATION OF CASES ACCORDING TO PRESCRIBED 
MEDICINE 
 
S. No. 
 
MEDICINE NUMBER OF 
PATIENTS 
PERCENTAGE 
1. Lycopodium 8 26% 
2. Natrum mur 5 18% 
3. Calcarea carb 4 13% 
4. Silicea 4 13% 
5. Phosphorus 4 13% 
6. Calc phos 2 8% 
7. Tarentula 1 3% 
8. Causticum 1 3% 
9. Sulphur 1 3% 
 
TABLE - 9 
FINDINGS: 
                    Out of the 30 cases, Lycopodium was given to maximum number of 
patients – 8 (26%) followed by Natrum Mur – 5 (18%) , Calcarea Carb, Silicea, 
Phosphorus  –  4 (13%) each, Calcarea  Phos – 2 (8%) , Tarentula, Causticum, Sulphur 
– 1 (3%)  each. 
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DISTRIBUTION OF CASES ACCORDING TO PRESCRIBED MEDICINE 
 
Fig.19 
 
5.10. CLASSIFICATION OF CASES ACCORDING TO THE POTENCY 
 
POTENCY No. of cases Percentage 
200 13 44% 
1M 10 33% 
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10M   3 10% 
50M 4 13% 
 
TABLE - 10 
FINDINGS: 
                     Out of the 30 cases, 200 potency is used in 13 (44%) cases, followed by 
1M in 10 (33%) cases, 50M in 4 (13%) cases and 10M in 3 (10%) cases. 
DISTRIBUTION OF CASES ACCORDING TO THE POTENCY 
 
Fig.20 
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5.11. CLASSIFICATION OF CASES ACCORDING TO IMPROVEMENT STATUS 
No. Improvement  No. of cases Percentage 
1 Good 6 20% 
2 Moderate 12 40% 
3 Mild 12 40% 
 
TABLE - 11 
FINDINGS: 
                  Out of 30 cases , no cases are seen in complaints aggravation, 6 (20%)  cases 
with good improvement, 12 (40%) cases with moderate and mild improvement each. 
DISTRIBUTION OF CASES ACCORDING TO IMPROVEMENT STATUS 
 
Fig.11 
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TEST OF CO – RELATION OF CHANGES IN THE WRITIING SCORES 
(PERCENTILE) IN L.D.D.I BEFORE AND AFTER TREATMENT 
SL.No. X Y d1= X-Y d1 –   1 (d1 –   1)
2
 
1. 84 56 28 13.83 191.2689 
2. 69 41 28 13.83 191.2689 
3. 84 57 27 12.83 164.6089 
4. 76 52 24 9.83 96.6289 
5. 73 51 22 7.83 61.3089 
6. 68 48 20 5.83 33.989 
7. 81 63 18 3.83 14.6689 
8. 60 42 18 3.83 14.6689 
9. 59 41 18 3.83 14.6689 
10. 70 53 17 2.83 8.0089 
11. 73 56 17 2.83 8.0089 
12. 61 45 16 1.83 3.3489 
13. 81 65 16 1.83 3.3489 
14. 76 60 16 1.83 3.3489 
15. 70 55 15 0.83 0.6889 
16. 64 51 13 -1.17 1.3689 
17. 63 51 12 -2.17 4.7089 
18. 81 69 12 -2.17 4.7089 
19. 74 64 10 -4.17 17.3889 
20. 57 47 10 -4.17 17.3889 
21. 72 62 10 -4.17 17.3889 
22. 67 58 9 -5.17 26.7289 
23. 65 56 9 -5.17 26.7289 
24. 73 64 9 -5.17 26.7289 
25. 45 38 7 -7.17 51.4089 
26. 59 52 7 -7.17 51.4089 
27. 75 69 6 -8.17 66.7489 
28. 61 56 5 -9.17 84.0889 
29. 67 63 4 -10.17 103.4289 
30. 57 55 2 -12.17 148.1089 
Total Ʃd1 = 425 
 
Ʃ(d1-d 1)2=1458.167 
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X= Score after treatment 
Y= Score before treatment 
d1= Difference between before and after score 
A. Question to be answered: 
Is there any difference between the scores taken before and after the Homoeopathic 
treatment? 
B. Null Hypothesis: 
There is no difference between the scores taken before and after the Homoeopathic 
treatment. 
C. Standard error of the mean differences: 
d 1 , the mean of the differences  = Ʃd1/n = 425/30 = 14.17 
The estimate of population standard deviation is given by, Ʃ(d1-d 1)
2 = 7715.38 
SD   =√ (    ̅ )
 
   ⁄  
=  1458.167/29 
=  50.281 
= 7.09 
Standard error (S.E) = S.D/    
                                  = 7.09/    
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                                  = 1.29 
D. The  tes t s tatis tics  is  Paired t: 
Critical ratio,  
 ̅
  
  
⁄
 
                          = 14.17/7.09/ 30 
                                   = 14.7/1.29 
                                   =  10.98 
t-Test: Paired Two Sample for Means 
   
  Variable 
1 
Variable 
2 
Mean 54.66667 68.83333 
Variance 69.05747 84.76437 
Observations 30 30 
Pearson Correlation 0.676655  
Hypothesized Mean 
Difference 
0 
100 
 
df 29 
t Stat 10.9427 
P(T<=t) one-tail 4.11E-12 
t Critical one-tail 1.699127 
P(T<=t) two-tail 8.23E-12 
t Critical two-tail 2.04523 
 
E. Comparison with tabled value  
This critical ratio, t follows a distribution with n-1 degrees of freedom. The 5% 
level is 1.69 and 1% level is 2.045 for 29 degrees of freedom. Since the 
calculated value 10.94  is greater than tabled value at 5% and 1% level, the test 
is statistically significant and hence the null hypothesis is rejected. 
F. Inference: 
This study shows significant improvement in dysgraphia after giving 
homoeopathic medicines among patients. 
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6. DISCUSSION 
 
              The study was conducted on the patients of 8-18 yrs of age diagnosed as 
Dysgraphia by fulfilling the criteria of DSM IV, who attended the Out Patient 
Department and In Patient Department of Saradha Krishna Homoeopathic Medical 
College, to study role  of homoeopathic management of dysgraphia in school children. 
              A total of 30 cases were selected as per the inclusion criteria and details of 
cases were recorded in standardized case record. In the primary level of screening the 
students were screened using Colorado learning disability questionnaire. The students 
who were positive in the primary screening were made to undergo the next level of 
screening with Weschler‘s  I.Q test. The students with normal I.Q were finally made to 
undergo Learning disability diagnostic inventory tool -Writing. The symptoms were 
analyzed and according to the totality constitutional medicine was prescribed..The cases 
were followed for a period of 6 months and improvement was assessed using LDDI – 
Writing. With the value of Writing scale before and after, paired t‘ test was applied. 
Based on the analysis from 30 cases of dysgraphia, following observations are made 
with the comparison of available literature.  
 AGE:  
                   Dysgraphia is diagnosed when the individual‘s achievement on individually 
administered standardized tests in written expression is substantially below that 
expected for age. In my study out of 30 cases, 16(53%) patients are in the age group 8-
10 yrs , 11(37%) in the age group 11-13yrs and 3(10%) in the age group 14-16 yrs. So 
more Dysgraphics are seen in the age group 8-10 and least in 14-16 age group. 
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 SEX:  
                                    The existing medical literature shows that there is no gender 
differences  observed for dysgraphia. Among 30 cases 21(70%)  were male and 9 (30%) 
were female. 
 
 SCREENING TEST 
                  Out of 30 cases by the Colorado learning disability screening, more number 
of patients comes under grade 4, next to that grade 3 and at last grade 5. No patients has 
grade 1and 2, 11(37%) patients has grade 3, 13(43%)  patients has grade 4 and 6(20%) 
patients have grade 5.  
 
 I.Q 
                       Learning disabilities (LD) is an intrinsic cognitive difficulty that results 
in academic achievement at a level less than expected for the individual's intellectual 
potential[31,32] Out of the 30 case, 5 (17%) have I.Q between 70-80, 7 (23%) have I.Q : 
80-90, 12 (40% ) :  90 -100 I.Q, 3 (10%) patients with I.Q100-110 and another 3 (10%) 
in 110-120 range. 
 
 REMEDY 
                        In my study, 9 medicines were used for Dysgraphia, out of which 
Lycopodium was given to maximum number of patients 26% (8) followed by Natrum 
Mur - 18% (5), Calcarea Carb, Silicea, Phosphorus - 13% (4) each, Calcarea phos - 8% 
(2), Tarentula, Causticum, Sulphur - 3% (1) each. 
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 POTENCY 
                       In my study, 200 potency was frequently used i.e., in 13 (44%) cases. 
Next potency was 1M, i.e., in 10 (33%) cases, followed by 50M i.e., in 4 (13%) cases 
and 10 M, in 3 (10%) cases. 
 
 IMPROVEMENT STATUS: 
                        Among the 30 cases under study, 6 (20 %) patients showed good 
improvement; 12 (20%) had moderate improvement and 12 (40%) had mild 
improvement with Homoeopathic medicines. Most of the cases in my study showed 
marked and moderate improvement which concludes that Homoeopathic treatment can 
assure better results in dysgraphia. 
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7.0 LIMITATIONS 
 Number of samples used in this study is very small. Therefore, 
generalization of the result and inferences of the study need to be done 
cautiously. 
 Selections of cases were difficult since many of the cases were irregular 
for reporting, some of them even dropped out and the patients after 
relieving from complaint mostly will not get follow up. 
 There was no control group since the sample size was small. 
 There were no standard studies to compare or take guidance from a study 
of this nature in homoeopathy. Therefore, some human errors are 
expected. 
 
 
7.1 RECOMMENDATIONS 
 Bigger sample size with extended time of research would provide better 
results. 
 It will be always scientific if control (placebo) group would have been 
kept simultaneously to verify the effectiveness of treatment. 
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8. CONCLUSION 
                       A sample of 30 cases selected after screening students from 
different school health programs and patients who visited the OPD of Sarada 
Krishna homoeopathic medical college and hospital were selected as per the 
inclusion criteria. Conclusions were made after a statistical analysis of cases with 
learning dysgraphia. The following conclusions were drawn from the study as 
follows: 
 Majority of patients belong to age groups 8 to 10 years 
 Majority of screened students are  males (21) and  rest were females (9).  
 Majority of the students with dysgraphia have unknown causes, so the 
research should focus on the cause of learning disability in future. 
 Majority of students with dysgraphia have co-morbidities like ADHD, 
Anxiety disorder, ODD, ADD, DBD, CD and NE. 
 The students with IQ between  90 - 100 are more prone to have 
dysgraphia. 
 Lycopodium is the most suited constitutional remedy. 
 200 Potency is found to be more effective in managing the cases. 
 Homoeopathy is effective in managing dysgraphia. 
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9. SUMMARY 
 
 
 A sample of 30 cases from the patients who visited Sarada 
Krishna Homoeopathic Medical College and Hospital OPD 
and IPD were selected randomly as per the inclusion and 
exclusion criteria.  
 The screening was done.  
 Consitutional prescription was given to student with positive 
dysgraphia.  
 The cases were followed for a period of 6 months.  
 The study was subjected to statistical analysis and results were 
made from the observations.  
 On the basis of comparison of before treatment and after 
treatment scores in improvement criteria, it shows that 
homoeopathy is effective in managing dysgraphia. 
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Appendix - 1 
“Case records are our valuable asset” 
SARADA KRISHNA 
 HOMOEOPATHIC MEDICAL COLLEGE & HOSPITAL 
KULASEKHARAM, KANYAKUMARI DIST, TAMIL NADU- 629161 
 
CHRONIC CASE RECORD 
 Date : ………….                       Unit : ……….                 Regn. No: ………………….. 
 
Name of the patient : ………………………………………………………………………... 
Age: ……..            Sex: M/F/T            Religion : ………..    Nationality : ……………….. 
Name of Father/ Spouse/ Guardian/ Son/ 
Daughter…………………………………………… Occupation: ………………………          
Income per capita : ………………………………... 
Family size (members living together) : …………………………………………………… 
Diet : Veg/ Non veg/ mixed 
Address: …………………………...………………………..................................................... 
Phone (Office)… ……………………….. Residence………………………………………. 
Mobile ………………………………e-mail………………………………………………... 
Referred to by : ……………………………………………………………………………... 
FINAL DIAGNOSIS: 
 
Homoeopathic 
 
 
Disease 
 
 
RESULT: Cured Relieved  Referred  Otherwise Expired 
 
Attending physician…………………………………………………………. 
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2. INITIAL PRESENTATION OF ILLNESS 
 
PATIENT‘S NARRATION 
(In the very expressions used 
by him/her) 
 
PHYSICIAN‘S 
INTERROGATION 
 
PHYSICIAN‘S 
OBSERVATION 
   
115 
 
3. Presenting complaint (s) 
         (patient‘s narration of ailments chronologically with duration and intensity) 
 
Location  
 (tissues, organs, systems, 
extension and duration, 
direction and frequency) 
 
Sensation  
&  
Pathology 
 
Modalities(, ) 
&  
A/F (=) 
 
Concomitants, 
If any 
 
A. Chief Complaint (s) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
B. Associated Complaint(s) 
(In chronological order with 
duration) 
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4. H/o  Presenting Illness 
         (Origin, duration and progression of each symptom in chronological order along 
with its mode, probable cause(s), details of treatment and their outcome) 
 
 
 
 
 
 
5. H/o  Previous  Illness 
No. Age/Year Illness, trauma, fright, burn(s), drug 
allergy(ies), operation(s), exposure(s), 
inoculation, vaccination(s), serum, steroids, 
hormone therapy, antibiotics, analgesics, etc 
Treatment 
adopted 
Outcome 
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6. H/o FAMILY ILLNESS 
 
Relations : 
H
/
W 
M
r. 
F
r
. 
S
r
. 
B
r
. 
S
o
. 
D
r
. 
G
So 
G
Dr 
Maternal Paternal 
GMr GFr Ul At GMr GFr Ul At 
No. Dise
ase 
Age:                  
1. Asthma                  
2. Auto imm. 
disease 
                 
3. Cancer                  
4. Diabetes 
mellitus 
                 
5. Eczema                  
6. Epilepsy                  
7. Hansen‘s 
disease 
                 
8. Hypertensio
n 
                 
9. Insanity                  
10. Koch‘s 
disease 
                 
11. Psoriasis                  
12. Rheumatis
m 
                 
13. Veneral 
disease 
                 
14.                   
15.                   
H- Husband, W - Wife, Mr - Mother, Fr - Father, Sr - Sister, Br - Brother, So - Son,  
Dr-Daughter, G- Grand, Ul- Uncle, At- Aunty, D/o- Died of, E – Elder, Y- Younger 
7. PERSONAL HISTORY: 
A. LIFE SITUATION 
Place of birth:                                                                Dwellings: 
Religion:                                       Caste:                      Customs: 
Education/Training :                                                     Occupation: 
Economic status:                                                           Nature of work: 
Social status:                                                                 political status: 
Nutritional status: 
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Marital status:                                Year of marriage: 
Family status: Nuclear/Joint/Extended 
Father                   Mother                   Siblings:         Male               Female           
Children 
B. HABITS  HOBBIES: 
Food: Vegetarian/Egg Vegetarian/ Non Vegetarian 
Addictions: Tea/ Coffee/ Smoking/ Chewing/ Drinking/ Drugging 
Sleep: 
Artistic 
Games/Sports: 
C. DOMESTIC RELATIONS: 
With Family Members: 
With other Relatives: 
With Neighbours/ Friends/ Colleagues : 
D. SEXUAL RELATIONS: 
Pre-marital:                         Marital:                         Extra Marital:                         Others:  
 
8. LIFE SPACE INVESTIGATIONS: (as perceived by the Interrogator/ Physician) 
(birth and early development (milestone), behaviour during childhood, education, 
adolescence  psychosexual history, occupational history, mental history, children, 
geriatric history  travel history) 
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9.GYNAECOLOGICAL HISTORY 
A. Menses               L.M.P                        Amenorrhoea- Primary/Secondary 
Cycle/Regularity  its duration 
Duration of Menses 
Flow 
Qty Consistency 
 Clots 
Colour  
Odour 
Stains  
Acridity 
      
 
CONCOMITANTS 
Before At start of During After 
    
 
B. Previous history : Changes in Menstrual cycle                       Menarche: Early/ 
Late 
Early yrs (first 3-4 yrs)       Before Marriage             F.M.P.: 
After pregnancy (ies)          Recent:                         Complaints related to Menarche if 
any 
C. Climateric 
Symptoms associated                                               Age of Menopause 
Pre-menopause With menopause Post menopause 
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D. Abnormal Vaginal Discharges  (Leucorrhoea/ Lochia) 
Type Qty Onset 
 
duration 
Colour 
 
odour 
Stains 
 
acridity 
Relation 
with 
menses 
Modalities Accompaniments Obvious 
reasons 
(if any) 
         
 
E. H/o Gynaecological surgeries : Yes/ No 
(If yes state the reason) 
 
10. OBSTETRICAL HISTORY 
A. Previous Pregnancies including 
abortion:  
 
No. Age 
of 
conc
eptio
n 
Yr., 
Date  
Period 
of 
pregnan
cy 
Abnormal
ities in 
pregnancy 
& 
treatment 
adopted 
La
bou
r 
eve
nts 
Mo
de 
of 
deli
ver
y 
Nat
ure 
of 
pue
peri
um 
Child 
G
en
de
r  
Bir
th 
wt. 
Con
ditio
n at 
birth 
Cong
enital 
anom
ally 
Vi
abi
lity 
Ca
use 
of 
de
ath 
Lac
tati
on 
hist
ory 
              
 
B. Contraceptive method (s) adopted:   1) Temporary : ( used/ inuse/ duration) 
Gravida Para Abortion Death Live 
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2) Permanent: (changes of contraceptive method (s) and if so, reason, any complaint 
from use of contraceptive methods) 
C. Present pregnancy:    LMP           Dt. of Quickening:                         E.D.C.:   
H/o. Morning Sickness:                                                                   Bleeding P/V : 
Other complaints: 
D. Physical examination – Gynaecological/ Obstetrical 
 
 
 
 
11. GENERAL SYMPTOMS 
A. Physicals 
(i) Functional (ii) Eliminations 
Appetite: Stool: 
Thirst: Urine: 
Sex: Sweat: 
Sleep: Breath: 
Dreams: Discharges: 
 Abnormal Secrations &Excretions 
  
 
(iii) Reactions to: 
(wherever 
applicable) 
Aversion Desire Intolerance/ 
Sensitive to 
Aggravation Amelioration 
Time      
Thermal      
Season      
Metrological      
Moon phase      
Places      
Air/ Fanning      
Clothing/ 
Covering 
     
Bathing/ Washing      
Food/ Drinks      
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Undigested food      
Touch/ Pressure      
Posture      
Motion      
Sleep      
Sex      
Spl. Senses      
Eliminations      
Menses      
      
 
(iv) Constitutional: 
Physical make up Temperament Thermal Side affinity Sensation/ 
Tendencies 
Carbo-
nitrogenoid/ 
Hydrogenoid/ 
Oxygenoid, etc.  
Choleric/ 
Nervous/ 
Melancholic/ 
Sanguine/ 
Plethoric 
Plegmatic, etc 
Hot 
 
Ambi 
 
Cold 
Left 
Right 
Alternating 
sides 
Diagonal 
Crosswise 
None 
Haemorrhagic 
Suppurative/ 
Abscess/ Boils 
Catch cold 
Exhaust 
Spasms/ 
Cramps/ Sprain 
Perspire 
Growth-Fast/ 
Retarded 
Become-Fatty/ 
Lean 
 
B. Mental General 
i. Will & emotions including motivation (Love, hate, anger, sadness, fear, fright, 
anxiety, suspiciousness, cause, modalities, state, aversion and cravings (excluding for 
foods and drinks) etc. 
 
 
ii. Understanding and  intellect (perception, thinking, consciousness, decision, 
confidence, speech, motivation, cause, modalities, state etc..) 
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iii. Memory (Effect on behaviour and functions) 
 
12. PHYSICAL EXAMINATION 
A. General Examination 
 Conscious/unconscious……………………………………………………………
.. 
 General appearance ( expression, look, decubitus, 
etc)……………………………. 
 General built up and 
nutition………………………………………………………. 
 Ht: …………..cm                Wt: …………….Kg                      
BMI……………… 
 Anaemia …….              Jaundice …….          Cyanosis …….            Oedema 
..….. 
 Skin (pigmentation, hair distribution, warts, 
etc)………………………………….. 
 Nails……………………………………………………………………………….
.. 
 Gait 
………………………………………………………………………………… 
 Lymphadenopathy (cervical, axillary, inguinal, 
etc)………………………………. 
 Blood pressure …………………mm of Hg                     
Pulse……………/minute 
 Temp …………………                    Resp. rate ………../minute. 
 Others 
……………………………………………………………………………… 
B. Systemic Examination 
i. Respiratory system 
 
ii. Cardio Vascular System 
 
iii. Gastro Intestinal System 
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iv. Urogenital System 
 
v. Skin and Glands 
 
vi. Musculo-skeletal System 
 
vii. Central Nervous System 
 
viii. Endocrine 
ix. Eye & ENT 
 
x. Others 
 
C. REGIONALS 
Head                                                                     Abdomen 
    Scalp                                                                         Rt. Hypochondrium 
    Hair                                                                           Lt. Hypochondrium 
    Hair falling                                                               Umbilicus 
    Perspiration                                                              Rt. Lumbar 
Eyes                                                                              Lt. Lumbar 
     Vision                                                                      Hypogastrium 
Ear                                                                                Rt. Iliac 
      Hearing                                                                    Lt. Iliac 
       Ear wax                                                                  Pelvis 
Nose                                                                      Rectum/ Anus    
      Olfaction                                                                  Defaecation 
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Face                                                                       Urethra 
     Configuration                                                             Urination 
     Expression                                                         Ext. Genitalia 
     Chin                                                                   Chest 
      Jaw                                                                             Breast 
      Perspiration                                                       Back 
Mouth                                                                             Scapular        
      Salivation                                                                  Dorsal 
      Taste                                                                          Lumbar 
      Breath (odour)                                                           Sacral 
      Palate                                                                         Coccyx 
      Gums                                                                   Extremities  
      Tongue                                                                      Upper 
      Coating                                                                                  Hand & Fingers 
      Lips                                                                                        Palm   
Teeth                                                                                           Perspiration 
Throat                                                                                         Joints & Nails 
      Tonsils                                                                       Lower                 
      Pharynx                                                                                 Sole & Toes 
      Voice                                                                                     Perspiration  
      Deglutition                                                                             Joints & Nails  
Neck                                                                                  Skin                 
      External Throat                                                                      Perspiration 
      Thyroid                                                                                 Discolouration 
Gastric                                                                                       Warts/ Keloids 
        Epigastrium                                                                        Mole/ Cyst 
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13. LABORATORY INVESTIGATIONS & FINDING AND SURGICAL 
INVESTIGATIONS 
(urine, stool, blood, sputum, imaging, ECG, and other investigations) 
 
 
14. DIAGNOSIS 
A. Provisional Diagnosis 
 
 
 
B. Differential Diagnosis 
 
 
C. Final Diagnosis 
 
15. DATA PROCESSING 
A. Analysis of Case 
Basic/ Common/ Pathognomonic 
Symptoms 
Determinative/ Uncommon/ Non-
Pathognomonic Symptoms 
  
 
B. Evaluation of Symptoms 
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C. Miasmatic Analysis 
 PSORA SYCOTIC SYPHILIS Pseudo psora/ 
Tubercular 
 
Family History 
    
 
Past History 
    
 
Mind  
    
 
Body 
    
 
Miasmatic Diagnosis :  
D. Totality of Symptoms 
 
 
 
 
 
 
E. Homoeopathic Diagnosis  (Hahnemannian classification) 
 
 
 
 
 
16. SELECTION OF MEDICINE 
A. Non Repertorial Approach 
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B. Repertorial Approach 
(a) Reportorial totality: (selection of appropriate repertory, selection of symptoms for 
repertorisation, conversion of symptoms into corresponding rubrics for repertoisation) 
No. Symptoms Rubrics Explanation Page No 
     
     
     
     
     
     
     
 
 (b) Repertorial result :  
(c) PDF (if any) 
 
(d) analysis of reportorial result 
 
17.SELECTION OF POTENCY AND DOSE 
A. Potency : (Justified) 
 
 
 
B. Dose : (Justified) 
 
 
 
18. PRESCRIPTION 
 
 
Medicine                  
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19. GENERAL MANAGEMENT INCLUDING AUXILLARY MEASURES 
A. General/ Surgical/ Accessory :  
 
 
B. Restrictions (diet, regimen etc) 
 
Disease 
 
Medicinal 
  
 
20. PROGRESS AND FOLLOW UP 
 
Date 
 
Symptom(s) Changes 
 
Inference 
 
Prescription 
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APPENDIX – II 
COLORADO LEARNING DYSABILITY QUESTIONARE 
 
 QUESTIONS Never/ 
not at 
all (G1) 
Rarely 
/a 
little 
(G2) 
Sometim
es  (G3) 
Frequen
tly/ 
quite a 
lot (G4) 
Alway
s/ a 
great 
deal 
(G5) 
1. Difficulty with 
spelling 
     
2. Difficulty learning 
letter names 
     
3. Difficulty learning 
phonics  (sounding 
out words) 
     
4. Read slowly      
5. Read below grade or 
expectancy level 
     
6. Required extra help 
in school because of 
problems in reading 
and spelling 
     
7. Poor understanding 
of inter – personal 
space 
     
8.  Difficulty knowing 
how others are 
reacting 
     
9. Has trouble under-
standing how others 
are feeling 
     
10
. 
Makes comments 
that show a lack of 
under-standing of 
social situations, 
such as 
inappropriate  jokes 
or insensitive 
remarks 
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11
. 
Difficulty making or 
keeping friends 
     
12
. 
Isolates self in social 
situations 
     
13
. 
Feels anxious or out-
of- place in new 
social situations 
     
14
. 
Handwriting is 
spatially 
disorganized 
     
15
. 
Papers look 
disorganized or 
messy 
     
16
. 
On arithmetic 
problems,has   
difficulty keeping 
the numbers lined up 
in columns 
     
17
. 
Drawings look 
immature for his/her 
age 
     
18
. 
Worse at maths than 
at reading and 
spelling 
     
19
. 
Makes careless 
errors in maths, such 
as adding when the 
sign indicates 
subtraction 
     
20
. 
Trouble learning 
new maths    
concepts such as 
carrying or 
borrowing 
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APPENDIX – III 
 
LEARNING DISABILITIES DIAGNOSTIC INVENTORY 
Scale IV. Writing 
 
 The individual Frequently Sometimes Rarely 
1. Writes awkwardly   1   2   3   4   5   6 7  8  9 
2. Writes slowly   1   2   3   4   5   6 7  8  9 
3. Misspells irregular words by attempting to 
spell phonetically 
  1   2   3   4   5   6 7  8  9 
4. Reverses letters (eg .b for d)   1   2   3   4   5   6 7  8  9 
5. Writes with limited output (eg. Essays too 
short, few words and sentences) 
  1   2   3   4   5   6 7  8  9 
6. Uses too many short words (eg. Words with 
6 letters or less) 
  1   2   3   4   5   6 7  8  9 
7. Omits words in sentences   1   2   3   4   5   6 7  8  9 
8. Omits endings in words   1   2   3   4   5   6 7  8  9 
9. Spells poorly   1   2   3   4   5   6 7  8  9 
10. Misspells words so badly that one has no 
idea what they are (eg. Cameli, heute) 
  1   2   3   4   5   6 7  8  9 
11. Omits letters when speling   1   2   3   4   5   6 7  8  9 
12. Adds unnecessary letters when spelling 
words 
  1   2   3   4   5   6 7  8  9 
13. Spells words with the correct letters but in 
the wrong sequence (eg. ―htnig‖ for thing) 
  1   2   3   4   5   6 7  8  9 
14. Writes sentence fragments   1   2   3   4   5   6 7  8  9 
15. Does not write complex sentences (i.e. 
inconsistently writes short, simple 
sentences) 
  1   2   3   4   5   6 7  8  9 
                        SUBTOTALS    
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APPENDIX - V 
FORM - 4   :  CONSENT FORM (A) 
INFORMATION FOR PARTICIPANTS OF THE STUDY 
 
                                      The title of my study is “A clinical study on the 
efficacy of homoeopathic management of Dysgraphia in school going 
children”.  
                    The purpose of my study is to assess the change brought about 
by Homoeopathic intervention in Dysgraphia cases. 
               The expected duration of subject’s participation is from July 2017 
to January 2019. 
                    The procedures include Patient presenting with Dysgraphia 
symptoms in any of the OPD and Peripheral Health Centres of Sarada 
Krishna Homoeopathic Medical College & Hospital will be subjected to 
detailed case taking after obtaining consent from their parents.  Detailed case 
taking and recording of cases in standardized pre structured case record 
format. Clinical examination with investigations where-ever necessary. 
Erecting a totality of the case. Prescription will be based on the totality, with 
the aid of a suitable repertory (as per the case ) after referring standard 
textbooks of Materia Medica. Potency selection and repetition will be done 
according to the principles laid down in the Organon of Medicine 5th and 6th 
edition.  Tabular representation of the observations. Pre-test and post-test 
assessment followed by statistical assessment will be doneon monthly basis 
until symptom relief or for a period of 3-6months or till follow 
 
                   The benefits to the subjects or others, reasonably expected from 
research are (1)The participants are investigated to find out whether he/ she is 
having Dysgraphia, (2) If a participant is identified to have Dysgraphia or is a 
known patient with Dysgraphia in both cases he/ she will be given an 
awareness about the risk factors of Dysgraphia, (3) Thus study is a benefit 
not only to the participant but also to the society as a whole.  
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                                 The records are maintained highly confidential. Only the 
investigator has the access to the subject’s medical records. Participants’ 
identity will never be disclosed at any time, during or after the study period 
or during publication of the research. Securely store data documents in 
locked locations and encrypted identifiable computerized data. All 
information revealed by the patient will be kept as strictly confidential. Free 
treatment for research related injury is guaranteed. Compensation of the 
participants not only for disability or death resulting from such injury but 
also for unforeseeable risk is provided, in case situation arises. 
                                      Contact for trial related queries, rights of the subject 
and in the event of any injury: 
 
Investigator:  Dr.Soumya Gopal.(P.G. Scholar)  
                        Department of Paediatrics,  
                                                            Sarada Krishna Homoeopathic Medical College             
Kulasekharam, Mobile no: 8301074858  
Guide:             Dr.P.R.Sisir 
Professor & Head  
Department of Paediatrics 
Sarada Krishna Homoeopathic Medical College, 
Kulasekharam, Mobile no: 9443474941 
    There will not be any anticipated prorated payment to the subject for participating 
in the trial. The responsibilities to the participant in the trial are; they must disclose 
all about their complaints, participants must strictly stick on to the scheduled diet and 
regimen.  
         The participation is voluntary, that the subject can withdraw from the study at 
any time and that refusal to participate will not involve any penalty or loss of benefits 
to which the subject is otherwise entitled.  
 
Signature of investigator: 
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FORM  - 4   : CONSENT FORM (B) 
 
Participant consent form 
 
Informed Consent form to participate in a clinical trial 
 
Study Title: “A CLINICAL STUDY ON THE EFFICACY OF HOMOEOPATHIC 
MANAGEMENT OF DYSGRAPHIA IN SCHOOL GOING CHILDREN” 
Study Number:   
Subject’s Initials:                                  Subject’s Name: 
Date of birth/Age : 
                                                                                                                     Please initial  
Box (Subject)  
 
 
i. I confirm that I have read and understood the information sheet dated              [ ]  
__________ for the above study and have had the opportunity to ask question.  
ii. I understood that my participation in the study is voluntary and that I am 
free to withdraw at any time’ without giving any reason. Without my medical care or legal 
rights being affected.                                                                       [ ] 
iii. I understand that the sponsor of the clinical trial, others working on the sponsor’s 
behalf the Ethics Committee and the regulatory authorities will not need my 
permission to look at my health records both in respect of the current study and any 
further research that may be conducted in relation to it, even if I withdraw from the 
trial. I agree to this access. However, I understand that my identity will not be revealed 
in any information released to third parties or published.                                                                                                             
[ ] 
iv. I agree not to restrict the use of any data or result that arise from this study  
Provided such a use only for scientific purpose(s)                                              [ ] 
v. I agree to take part in the above study.                                                                [ ] 
 
Signature (or Thumb impression of the subject/legally acceptable 
Representative:___________________  
Date _______/________/___________  
Signatory’s Name: ________________  
Signature of the Investigator: ______________  
Study Investigator’s Name: Dr. Soumya Gopal 
Signature of the Witness______________ Date: _______/_________/_______  
Signature of the Witness _______________Date _______/__________/______ 
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Appendix - VI 
“Case records are our valuable asset” 
SARADA KRISHNA 
 HOMOEOPATHIC MEDICAL COLLEGE & HOSPITAL 
KULASEKHARAM, KANYAKUMARI DIST, TAMIL NADU- 629161 
 
CHRONIC CASE RECORD 
Date : …5/8/2017..                         Unit : … LD….                   Regn. No: …6208/17.. 
 
Name of the patient : ………R.Vinosh………………………………………………..…… 
Age: …10 ..            Sex: ..M..            Religion : …Hindu…   Nationality : …….Indian…. 
Name of Father/ Spouse/ Guardian/ Son/ Daughter………Mr. M Rajendran…………… 
Occupation: ……5th std…………          Income per capita : ……………-……………….. 
Family size (members living together) : …………………4……………………………… 
Diet : Veg/ Non veg/ mixed 
Address: ………………………Ottupurai  street,  Ozhuginassery……............................ 
                 ………………………Nagercoil………………………………………………... 
Phone (Office)… ………………………….. Residence…………………………………… 
Mobile ……9047672722………………e-mail…………………………………………….. 
Referred to by : …………………………………………………………………………….. 
FINAL DIAGNOSIS:            SPLD, CAD. 
Homoeopathic  
Disease  
 
 
RESULT: 
 
Cured 
 
Relieved  
 
Referred  
 
Otherwise 
 
Expired 
 
Attending physician………………………………………………………. 
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2. INITIAL PRESENTATION OF ILLNESS 
 
PATIENT’S NARRATION 
(In the very expressions used 
by him/her) 
 
PHYSICIAN’S 
INTERROGATION 
 
PHYSICIAN’S 
OBSERVATION 
 
 
 
The patient has 
 Weak memory 
 Lack of concentration 
 Slow grasping power 
 Forgetfulness 
 Difficulty in framing 
sentences 
 Difficulty in calculation 
  
 
 
 Dark complexion 
 Lean 
 Having spectacles 
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3. Presenting cint (s) 
         (patient’s narration of ailments chronologically with duration and intensity) 
 
Location  
 (tissues, organs, systems, 
extension and duration, direction 
and frequency) 
 
Sensation  
&  
Pathology 
 
Modalities(, ) 
&  
A/F (=) 
 
Concomitants, 
If any 
 
A. Chief Complaint (s) 
 
 
 
 Weak memory 
 Lack of concentration 
 Slow grasping power 
 Forgetfulness 
 Difficulty in framing 
sentences 
 Difficulty in calculation 
 Difficulty in reading 
 Anxiety and fear of 
everything 
 
 
 
 
 
B. Associated Complaint(s) 
(In chronological order with 
duration) 
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4. H/o  Presenting Illness 
         (Origin, duration and progression of each symptom in chronological order along 
with its mode, probable cause(s), details of treatment and their outcome) 
  
                       He is lazy to study from beginning, with fear, anxiety and shyness. 
 
 
 
 
5. H/o  Previous  Illness 
No. Age/Year Illness, trauma, fright, burn(s), drug 
allergy(ies), operation(s), exposure(s), 
inoculation, vaccination(s), serum, steroids, 
hormone therapy, antibiotics, analgesics, etc 
Treatment 
adopted 
Outcome 
   
 
 
 
 
 
 
-NR- 
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6. H/o FAMILY ILLNESS 
 
Relations : 
H
/
W 
M
r. 
F
r
. 
S
r
. 
B
r
. 
S
o
. 
D
r
. 
G
So 
G
Dr 
Maternal Paternal 
GMr GFr Ul At GMr GFr Ul At 
No. Dise
ase 
Age:                  
1. Asthma                  
2. Auto imm. 
disease 
                 
3. Cancer                  
4. Diabetes 
mellitus 
                 
5. Eczema                  
6. Epilepsy                  
7. Hansen’s 
disease 
                 
8. Hypertensio
n 
   
 
              
9. Insanity                  
10. Koch’s 
disease 
                 
11. Psoriasis                  
12. Rheumatis
m 
                 
13. Veneral 
disease 
                 
14.                   
15.                   
H- Husband, W - Wife, Mr - Mother, Fr - Father, Sr - Sister, Br - Brother, So - Son,  
Dr-Daughter, G- Grand, Ul- Uncle, At- Aunty, D/o- Died of, E – Elder, Y- Younger 
7. PERSONAL HISTORY: 
A. LIFE SITUATION 
Place of birth:     Krishnankovil                                  Dwellings: Nagercoil 
Religion:  Hindu                          Caste:                      Customs:   -  
Education/Training :      6th std                                     Occupation :  Student 
Economic status:     Moderate                                     Nature of work: 
Social status:        Moderate                                         Political status: 
Nutritional status:          Moderate    
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Marital status:                 -               Year of marriage:           - 
Family status: Nuclear/Joint/Extended 
Father       Alive    Mother      Alive       Siblings:   1      Male      -       Female     1    
Children 
B. HABITS  HOBBIES: 
Food: Vegetarian/Egg Vegetarian/ Non Vegetarian 
Addictions: Tea/ Coffee/ Smoking/ Chewing/ Drinking/ Drugging 
Sleep: 
Artistic 
Games/Sports: 
C. DOMESTIC RELATIONS: 
With Family Members:     Good 
With other Relatives:        Good 
With Neighbours/ Friends/ Colleagues :         Good 
D. SEXUAL RELATIONS: 
Pre-marital:              -         Marital:          -             Extra Marital:          -             Others:  
 
8. LIFE SPACE INVESTIGATIONS: (as perceived by the Interrogator/ Physician) 
(birth and early development (milestone), behaviour during childhood, education, 
adolescence  psychosexual history, occupational history, mental history, children, 
geriatric history  travel history) 
                                    He was born in a moderate family at Nagercoil. His father is an 
astrologer. He is the elder son of his family. During LKG AND UKG, he was an 
average student. During those days itself he was slow in studies. But during 1st std 
school was changed. There games were given more importance. So his mind deviated 
from studies. Due to this problem his parents again changed his school and he was again 
made to sit in the 1st std. The school is very strict. He loves playing games and watching 
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T.V. He is not at all interested in studies. He was restless before. He doesn’t listen to the 
class properly and he takes more time for learning, reading and writing. 
9. GYNAECOLOGICAL HISTORY 
A. Menses               L.M.P                        Amenorrhoea- Primary/Secondary 
Cycle/Regularity  its duration 
Duration of Menses 
Flow 
Qty Consistency 
 Clots 
Colour  
Odour 
Stains  
Acridity 
      
 
CONCOMITANTS 
Before At start of During After 
    
 
B. Previous history : Changes in Menstrual cycle                       Menarche: Early/ 
Late 
Early yrs (first 3-4 yrs)       Before Marriage             F.M.P.: 
After pregnancy (ies)          Recent:                         Complaints related to Menarche if 
any 
C. Climateric 
Symptoms associated                                               Age of Menopause 
Pre-menopause With menopause Post menopause 
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D. Abnormal Vaginal Discharges  (Leucorrhoea/ Lochia) 
Type Qty Onset 
 
duration 
Colour 
 
odour 
Stains 
 
acridity 
Relation 
with 
menses 
Modalities Accompaniments Obvious 
reasons 
(if any) 
         
 
E. H/o Gynaecological surgeries : Yes/ No 
(If yes state the reason) 
 
10. OBSTETRICAL HISTORY 
A. Previous Pregnancies including 
abortion:  
 
No. Age 
of 
conc
eptio
n 
Yr., 
Date  
Period 
of 
pregnan
cy 
Abnormal
ities in 
pregnancy 
& 
treatment 
adopted 
La
bou
r 
eve
nts 
Mo
de 
of 
deli
ver
y 
Nat
ure 
of 
pue
peri
um 
Child 
G
en
de
r  
Bir
th 
wt. 
Con
ditio
n at 
birth 
Cong
enital 
anom
ally 
Vi
abi
lity 
Ca
use 
of 
de
ath 
Lac
tati
on 
hist
ory 
              
 
B. Contraceptive method (s) adopted:   1) Temporary : ( used/ inuse/ duration) 
Gravida Para Abortion Death Live 
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2) Permanent: (changes of contraceptive method (s) and if so, reason, any complaint 
from use of contraceptive methods) 
C. Present pregnancy:    LMP           Dt. of Quickening:                         E.D.C.:   
H/o. Morning Sickness:                                                                   Bleeding P/V : 
Other complaints: 
D. Physical examination – Gynaecological/ Obstetrical 
 
11. GENERAL SYMPTOMS 
A. Physicals 
(i) Functional (ii) Eliminations 
Appetite:         Normal Stool:     Regular 
Thirst:           Decreased Urine:      Normal 
Sex: Sweat:         Normal 
Sleep:         Good (smiles during sleep  
occasionally) 
Breath: 
Dreams: Discharges: 
 Abnormal Secrations &Excretions 
  
 
(iii) Reactions to: 
(wherever 
applicable) 
Aversion Desire Intolerance/ 
Sensitive to 
Aggravation Amelioration 
Time      
Thermal      
Season  Cold    
Metrological      
Moon phase      
Places      
Air/ Fanning       
Clothing/ 
Covering 
      
Bathing/ Washing      
Food/ Drinks Milk Sour 
food, 
Egg 
   
Undigested food      
Touch/ Pressure      
Posture      
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Motion      
Sleep      
Sex      
Spl. Senses      
Eliminations      
Menses      
      
 
(iv) Constitutional: 
Physical make up Temperament Thermal Side affinity Sensation/ 
Tendencies 
Carbo-
nitrogenoid/ 
Hydrogenoid/ 
Oxygenoid, etc.  
Choleric/ 
Nervous/ 
Melancholic/ 
Sanguine/ 
Plethoric 
Plegmatic, etc 
Hot 
 
Ambi 
 
Cold 
Left 
Right 
Alternating 
sides 
Diagonal 
Crosswise 
None 
Haemorrhagic 
Suppurative/ 
Abscess/ Boils 
Catch cold 
Exhaust 
Spasms/ 
Cramps/ Sprain 
Perspire 
Growth-Fast/ 
Retarded 
Become-Fatty/ 
Lean 
 
B. Mental General 
i. Will & emotions including motivation (Love, hate, anger, sadness, fear, fright, 
anxiety, suspiciousness, cause, modalities, state, aversion and cravings (excluding for 
foods and drinks) etc. 
 Shy 
 Easily angered 
 
ii. Understanding and  intellect (perception, thinking, consciousness, decision, 
confidence, speech, motivation, cause, modalities, state etc..) 
 Indecisive, Lack of concentration 
 
iii. Memory (Effect on behaviour and functions) 
 Weakness, Forgetful 
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12. PHYSICAL EXAMINATION 
A. General Examination 
 Conscious/unconscious……………………Conscious…………………………. 
 General appearance ( expression, look, decubitus, etc)…………Dull…………. 
 General built up and nutition……………Well nourished………………..……. 
 Ht: …………..cm                Wt: …………….Kg                      BMI…………… 
 Anaemia- No Pallor,Jaundice Not icteric, Cyanosis – Absent, Oedema -Absent 
 Skin (pigmentation, hair distribution, warts, etc)…………Normal…………..... 
 Nails……………………Normal…...…………………………………………... 
 Gait …………………Steady…………………………………………………… 
 Lymphadenopathy (cervical, axillary, inguinal, etc)…………Nil...……………. 
 Blood pressure ……-………mm of Hg                     Pulse……………/minute 
 Temp …………………                    Resp. rate ………../minute. 
 Others …………………………………………………………………………… 
 
B. Systemic Examination 
i. Respiratory system 
                                             NAD 
ii. Cardio Vascular System 
                                              NAD 
iii. Gastro Intestinal System 
                                              NAD 
iv. Urogenital System 
 NAD 
v. Skin and Glands 
                                               NAD 
vi. Musculo-skeletal System 
                                               NAD 
vii. Central Nervous System 
                                               NAD 
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viii. Endocrine 
                                              NAD 
ix. Eye & ENT 
                                              NAD 
x. Others 
                                             NAD   
C. REGIONALS 
Head      -      Normal                                          Abdomen      -     Normal 
    Scalp                                                                         Rt. Hypochondrium 
    Hair                                                                           Lt. Hypochondrium 
    Hair falling                                                               Umbilicus 
    Perspiration                                                              Rt. Lumbar 
Eyes      -      Normal                                                    Lt. Lumbar 
     Vision                                                                      Hypogastrium 
Ear        -     Normal                                                     Rt. Iliac 
      Hearing                                                                    Lt. Iliac 
       Ear wax                                                                  Pelvis 
Nose       -       Normal                                           Rectum/ Anus   -   Normal 
      Olfaction                                                                  Defaecation 
Face            -         Normal                                  Urethra        -     Normal 
     Configuration                                                             Urination 
     Expression                                                         Ext. Genitalia 
     Chin                                                                   Chest          -    Normal 
      Jaw                                                                             Breast 
      Perspiration                                                       Back          -    Normal 
Mouth       -        Normal                                               Scapular        
      Salivation                                                                  Dorsal 
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      Taste                                                                          Lumbar 
      Breath (odour)                                                           Sacral 
      Palate                                                                         Coccyx 
      Gums                                                                   Extremities    -   Normal 
      Tongue                                                                      Upper 
      Coating                                                                                  Hand & Fingers 
      Lips                                                                                        Palm   
Teeth                                                                                           Perspiration 
Throat           -      Normal                                                          Joints & Nails 
      Tonsils                                                                       Lower                 
      Pharynx                                                                                 Sole & Toes 
      Voice                                                                                     Perspiration  
      Deglutition                                                                             Joints & Nails  
Neck                                                                                  Skin        -    Normal        
      External Throat                                                                      Perspiration 
      Thyroid                                                                                 Discolouration 
Gastric                                                                                       Warts/ Keloids 
        Epigastrium                                                                        Mole/ Cyst 
13. LABORATORY INVESTIGATIONS & FINDING AND SURGICAL 
INVESTIGATIONS 
(urine, stool, blood, sputum, imaging, ECG, and other investigations) 
 CLDQ – G3 
 I.Q : 90 -100 
 Writing Scale (LDDI),Pre Assessment Score - 56 
14. DIAGNOSIS 
A. Provisional Diagnosis 
                                      CAD, SLD 
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B. Differential Diagnosis 
                                      Depression      
C. Final Diagnosis 
                                     CAD, SLD 
15. DATA PROCESSING 
A. Analysis of Case 
Basic/ Common/ Pathognomonic 
Symptoms 
Determinative/ Uncommon/ Non-
Pathognomonic Symptoms 
 
 
 Weak memory 
 Lack of concentration 
 Slow grasping power 
 Forgetfulness 
 Difficulty in framing sentences 
 Difficulty in calculation 
 Difficulty in reading 
 Anxiety and fear of everything 
 
 
 Thirst decreased 
 Desire egg, sour food 
 Desire cold season 
 Aversion milk 
 
B. Evaluation of Symptoms 
 
Mental General 
 
Physical General 
 
Weak memory 
Lack of concentration 
Slow grasping power 
Forgetfulness 
Difficulty in framing sentences 
 
Thirst decreased 
Desire egg, sour food 
Desire cold season 
Aversion milk 
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Difficulty in calculation 
Difficulty in reading 
Anxiety and fear of everything 
 
C. Miasmatic Analysis 
 PSORA SYCOTIC SYPHILIS Pseudo psora/ 
Tubercular 
 
Family History 
  
Hypertension 
  
 
Past History 
    
 
Mind  
 
Weakness of 
memory 
   
Difficulty in 
comprehension 
 
Body 
 
Desire sour, 
Aversion Egg 
 
Desire cold 
  
 
Miasmatic Diagnosis : Psoric miasm 
D. Totality of Symptoms 
Weak memory                                                  Thirst decreased 
Aversion milk                                              Desire egg, sour food 
Lack of concentration                                        Desire cold season 
Slow grasping power 
Forgetfulness 
Difficulty in framing sentences 
Difficulty in calculation 
Difficulty in reading 
Anxiety and fear of everything  
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E. Homoeopathic Diagnosis  ( Hahnemannian classification) 
Chronic miasmatic disease – Psora 
 
16. SELECTION OF MEDICINE 
A. Non Repertorial Approach 
 
 
 
 
B. Repertorial Approach 
(a) Reportorial totality: (selection of appropriate repertory, selection of symptoms for 
repertorisation, conversion of symptoms into corresponding rubrics for repertorisation) 
No. Symptoms Rubrics Explanation Page No 
1.  Weakness of 
memory 
MIND - Forgetful  48 
2.  Lack of 
concentration 
MIND – 
CONCENTRATION, 
Difficult- studying in 
 13 
3.  Great anxiety MIND – Anxiety , 
children in 
 4 
4.  Difficulty in 
writing 
MIND – Writing, 
difficulty in 
expressing ideas in 
 - 
5.  Difficulty in 
reading 
MIND – Reading, 
difficult in 
 74 
6.  Desires – Cold 
season 
GENERALITIEs – 
Cold, desire 
 - 
7.  Desire – Egg GENERALITIES – 
FOOD AND 
DRINKS, egg – desire 
 - 
 
 (b) Repertorial result :  
(c) PDF (if any) 
 
(d) analysis of reportorial result 
Medicine Calc carb Kali carb Carc Gels Sili 
 10/7 10/6 7/6 11/5 8/5 
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17.SELECTION OF POTENCY AND DOSE 
 
A. Potency : (Justified) 
                                            According to patient’s susceptibility 
 
B. Dose : (Justified) 
                                            According to homoeopathic principle 
 
18. PRESCRIPTION 
                                           CALCAREA CARB 200/1D [ 23/10/17] 
 
19. GENERAL MANAGEMENT INCLUDING AUXILLARY MEASURES 
A. General/ Surgical/ Accessory :  
 
 
 
B. Restrictions (diet, regimen etc) 
 
Disease 
 
Medicinal 
 
 Avoid TV, video games 
 Exercise regularly 
 Do motor co-ordination games 
 
 Avoid spicy and rich foods 
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20. PROGRESS AND FOLLOW UP 
 
Date 
 
Symptom(s) Changes 
 
Inference 
 
Prescription 
 
6/1/18 
 
 
 
TPR 
 
 
 
 
 
27/1/18 
 
 
 
 
 
 
 
 
17/2/18 
 
 
 
 
 
 
 
3/3/18 
 
 
 
 
 
 
 
 
 
 
 
 
 
- Difficulty in reading and 
writing improved 
- Poor concentration in 
studies 
- Generals : Good 
- Fear of being alone 
- Shyness slightly better 
- Difficulty in learning , 
reading and writing 
- Difficulty in concentrating 
- Fear of darkness 
- Difficulty in reading and 
writing better than before 
- Concentration difficult 
- Restlessness better 
- Difficulty in reading and 
writing persist but better 
than before 
- Generals : Good 
- Anxiety present 
  
 
 
Rx 
     CALC CARB 200/1D 
 
 
 
 
 
 
Rx  
    CALC CARB 200/1D 
 
 
 
 
 
 
 
 
Rx  
    CALC CARB 200/1D 
 
 
 
 
 
 
Rx  
    CALC CARB 1M/1D 
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17/3/18 
 
 
 
 
 
 
 
22/7/18 
 
 
 
 
 
 
 
 
 
 
 
 
 
4/8/18 
 
 
 
 
 
 
 
 
 
25/8/18 
 
 
 
 
 
 
 
 
 
 
 
 
 
- Concentration difficult 
- Difficulty in reading and 
writing persist 
- Anger+++ 
- Shyness slightly less 
- Fear of darkness and of 
being alone 
- Difficulty in reading and 
writing persist but better 
than before 
- Appetite - diminished 
- Anxiety better 
Difficulty in reading and 
writing better than before 
- Generals : Good 
- Poor concentration 
- lazy+ 
- Difficulty in reading and 
writing better than before 
- Attention in class poor 
Post Assessment done 
(LDDI),Writing Score - 84 
 
Rx 
    SAC LAC 1D 
 
 
 
 
 
 
 
Rx  
      CALC CARB 1M/1D 
 
 
 
 
 
 
 
 
 
 
 
 
 
Rx  
    CALC CARB 1M/1D 
 
 
 
 
 
 
 
 
Rx  
    CALC CARB 1M/1D 
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8/9/18 
 
 
 
 
 
 
6/10/18 
- Fear of being alone 
slightly better 
- Generals : Good 
- Interested in playing 
games 
- Do not concentrate while 
reading 
-Writing better 
- Fear of being alone 
slightly better 
- Generals : Good 
Rx 
     SAC LAC 1D 
 
 
 
 
 
 
Rx  
    SAC LAC 1D 
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APPENDIX - VII 
11.7. MASTER CHART 
Sl. 
No 
Op. No A
ge 
Se
x 
Clas
s 
Color
ado 
I.Q LDDI Co-Morbid conditions Prescription Potenc
y 
Improvem
ent 
Pre Post 
1. 6208/17 12 M 6
th
 G3 90-100 56 84 Anxiety Disorder Calcarea carb 1M Good 
2. 6358/16 8 M 4
th
 G3 72-82 41 69 Anxiety Disorder Phosphorus 50M Good 
3. 9161/16 9 M 5
th
 G5 96-106 57 84 _ Silicea 200 Good 
4. 6258/17 11 F 6
th
 G5 82-92 52 76 - Lycopodium 200 Good 
5. 1138/17 9 M 5
th
 G4 92-102 51 73 - Natrum mur 50M Good 
6. 3286/16 10 F 4
th
 G5 70-80 48 68 ADD Tarentula 1M Good 
7. 3894/16 12 M 7
th
 G5 96-106 63 81 ADD Calcarea phos 1M Moderate 
8. 11153/16 10 M 5
th
 G5 70-80 42 60 ADD Phosphorus 200 Moderate 
9. 2107/14 9 M 5
th
 G4 85-95 41 59 ADHD, NE Causticum 10M Moderate 
10. 12732/16 8 M 4
th
 G4 96-106 53 70 Anxiety Disorder, ADHD Silicea 1M Moderate 
11. 8548/17 11 F 6
th
 G3 104-114 56 73 - Phosphorus 200 Moderate 
12. 11901/16 10 M 6
th
 G3 71-84 45 61 ADD Natrum mur 1M Moderate 
13. 6949/17 12 F 8
th
 G3 100-110 65 81 ADHD Natrum mur 1M Moderate 
14. 8379/16 12 F 8
th
 G5 81-90 60 76 ADD Calcarea carb 1M Moderate 
15. 4025/18 8 M 3
rd
 G3 70-80 55 70 ADHD Lycopodium 1M Moderate 
16. 3554/17 8 M 3
rd
 G3 85-94 51 64 CD Natrum mur 200 Moderate 
17. 6478/17 8 M 4
th
 G3 90-100 51 63 - Lycopodium 200 Moderate 
18. 7153/17 12 F 5
th
 G3 97-107 69 81 ADHD, ODD Sulphur 200 Moderate 
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19. 6878/17 13 M 7
th
 G4 92-102 47 57 - Natrum mur 200 Mild 
20. 6784/17 12 M 6
th
 G4 80-90 62 72 Anxiety disorder Lycopodium 1M Mild 
21. 9160/16 13 M 8
th
 G3 99-109 64 74 ADHD Lycopodium 10M Mild 
22. 3308/16 15 F 9
th
 G4 83-93 58 67 ODD Lycopodium 200 Mild 
23. 7756/18 12 M 7
th
 G4 110-119 56 65 Anxiety disorder Phosphorus 200 Mild 
24. 6064/16 8 F 3
rd
 G3 106-116 38 45 Anxiety Disorder, ADHD Calcarea phos 1M Mild 
25. 9022/16 10 M 7
th
 G4 93-102 64 73 ADD Lycopodium 50M Mild 
26. 8362/18 8 F 3
rd
 G4 91-101 52 59 ADHD Silicea 200 Mild 
27. 7059/17 14 M 9
th
 G4 110-119 69 75 DBD Calcarea Carb 200 Mild 
28. 4318/15 9 M 5
th
 G4 98-108 56 61 Anxiety disorder Calcarea Carb 10M Mild 
29. 2383/14 14 M 9
th
 G3 112-121 63 67 - Lycopodium 200 Mild 
30. 9021/16 9 M 5
th
 G4 81-99 55 57 ADD Silicea 50M Mild 
 
